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New! Modell’s RELIEF OF SYMPTOMS 


This practical book gives you valuable help in re- 
lieving your patient’s distressing symptoms at the 
same time you are treating the basic cause of his 
disorder. The author stresses the fact that while 
the physician’s prime concern is to attack the cause 
of the illness, the patient’s discomfort is just as de- 
serving of relief. Alleviating symptoms not only 
improves the mental outlook, but also allows the 
body’s natural defenses to resist disease more effec- 
tively. 

Dr. Modell, a clinician and pharmacologist, consid- 
ers in detail the 24 symptoms that bring 90% of the 
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patients to your office—pain, anxiety, insomnia, loss 
of appetite, obesity, palpitations, edema, dyspnea, 
fever, nausea, etc. The latest and most effective tech- 
niques for relief of these are found in this helpful 
book. New drugs are thoroughly evaluated—among 
them: nonaddictive analgesics, barbiturates, muscle 
relaxants, anticonvulsants, diuretics, Thorazine, etc. 


Order your copy of this useful guide today and find 
how it can serve you in your day-to-day practice. 


By WALTER MODELL, M.D., F.A.C.P., Associate Professor, Clinical Phar- 
macology, Cornell University Medical College. 450 pages, 6”x914”, illus- 
trated. $8.00. New! 


West Washington Square, Philadelphia 5 
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FOR SORE, ACHING MUSCLES 
use MINIT-RUB. 


fie ’ Give prompt relief to aching muscles 
SS with a brisk application of MINIT-RUB. 
This modern counterirritant provides 
a soothing, mild feeling of warmth, 
relaxes muscles, eases pain. 


BRISTOL-MYERS COMPANY, 19 west 50 Street, New York 20, N. Y. 
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After 
severe infectious disease, 
fractures and other trauma, 
prolonged antibiotic therapy, 
serious vitamin depletion, 
second and third degree burns, 
surgery 
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STRESS 


Patients who suffer unusual physiologic 
stress need proper vitamin supplementa- 
tion to hasten their convalescence. 
Srresscaps (based on the formula sug- 
gested by the National Research Council) 
provide the necessary vitamins in a dry- 
filled capsule for rapid and complete 
absorption. Average dose: in convales- 
cence—1 capsule daily; in severe condi- 
tions—2 capsules daily. 


*reo. U. S. PAT. OFF, 


LEDERLE LABORATORIES DIVISION amerrcan Cyanamid company PEARL RIVER, NEW YORK 


Stress Formula Vitamins Lederle 


Each capsule contains: 
Thiamine Mononitrate (B,)... 10 mg. 


Riboflavin (Bz).............. 10 mg. 
100 mg. 
Acid (C).......... 300 mg. 
Pyridoxine HCl (Bs).......... 2 mg. 
1.5 mg. 
Calcium Pantothenate........ 20 mg 


5 
: 
= 
\ f +. 
ON ae | 
Lederle 


= 


not all prenatal supplements increase blood calcium levels 


By their very nature, calcium phosphate sup- Calcisalin assures vitamin and mineral benefits. 
plements tend to deplete rather than increase 
calcium blood levels. New evidence'* shows 
that due to calcium phosphorus antagonism, ¢ phosphate-free calcium lactate 
the amount of utilizable calcium may actually 
be depressed, leaving blood levels lower than 
before ingestion. 


a phosphate-free calcium 

Calcisalin, to avoid unwitting calcium deple- 
tion, provides the usable form of calcium Dosage: Two tablets 3 times a day. 
lactate. It also supplies aluminum hydroxide Available in bottles of 100 and 300. 
gel to help remove excess dietary phosphorus. 


The daily dose of Calcisalin provides: 


¢ phosphorus-eliminating aluminum 
hydroxide 


¢ vitamins and iron as recommended 
for pregnancy 


References: 1. Illinois M. J. 105:305 (June) 1954. 2. Obstet. 


a complete prenatal supplement & Gynec. 1:94 (Jan.) 1953. 3. Bull. Margaret Hague Mater- 
; nity Hosp. 6:107 (Dec.) 1953. 4. Missouri Med. Si:Tat 
Designed for use throughout pregnancy, (Sept.) 1954. 5. J. Michigan State M. Soc. 53:862 (Aug.) 1954. 


Calcisalin: 


WARNER-CHILCOTT 
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keep my temper down’ 


Statement from an emotionally unstable farm boy who received Serpasil in 
a recent study. This patient was 1 of 3 individuals with some form of charac- 


ter neuroses who were treated with Serpasil. 
Drake, F. R., and Ebaugh, F. G.: Ann. New York Acad. Se. 62:198 (April 15) 1955. 


to get along with’ ‘ 


Wife’s comment regarding a 43-year-old rancher suffering from a prolonged 
mild hypomanic reaction who was placed on 0.75 mg. of oral reserpine 
(Serpasil ) daily for 5 months. She told the investigators that without Serpasil 


it would be intolerable for her to live with him. 
Drake, F. R., and Ebaugh, F. G.: Ann. New York Acad. Sc. 61:198 (April 15) 1955. 


Complaints in elderly 
“diminished in number” 


Harris found that the effect of oral reserpine (Serpasil) was to diminish 
complaints typical of elderly people not in the best of health. The majority 
of 26 patients studied expressed a feeling of well-being and appeared 


calmer; there was also less difficulty in sleeping. 
Harris, R:: Ann. New York Acad. Sc. 59:95 (April 30) 1954. 


‘Whenever I run out of Serpasil 
my tension headaches come back’ 


Typical comment from a patient when asked to describe the effect of Serpasil; 
patients suffering from anxiety states with minimal or no depressive features 
showed moderate to marked improvement on dosages varying from 0.25 mg. 


to 2.5 mg. of oral reserpine daily. 
Drake, F. R., and Ebaugh, F. G.: Ann. New York Acad. Sc. 61:198 (April 15) 1955. 


Supplied: Tablets, 0.1 mg., 0.25 mg. (scored), 1.0 mg. (scored), 2.0 mg. (scored), 
4.0 mg. (scored). Elixir, 0.2 mg. per 4 ml. Parenteral Solution, 2-ml. ampuls, 2.5 
mg. per ml. 

PSYCHIATRIC USE ONLY: Elixir, 1.0 mg. per 4 ml. 


A Summit, N. J. 
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ORAL PENICILLIN: A CHALLENGE ANSWERED 


Through the years, the paradox of penicillin has 
been this—that while injectable forms have 
become the sheet anchor of antibiotic therapy, 
oral forms have all too often posed perplexing 
problems. 


How to ensure survival in gastric acid? How 
to get maximal absorption? How to increase the 
antibacterial effect? How, indeed, to realize the 
hope at the dawn of the penicillin era that the 
oral route might even merit selective preference? 


These have been the challenges. Out of them 
has come PEN-VEE-Oral—a remarkable inno- 
vation among oral penicillins. For PEN- VEE-Oral 
is penicillin V, the unique penicillin stable as 
a free acid—a penicillin with such special 


Penicillin V, Crystalline 
Phenoxymethyl Penicillin 
*Trademark 
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characteristics that it opens new horizons in oral 
penicillin therapy. 

Because PEN-VEE-Oral is acid-stable, it is 
almost entirely unaffected by gastric juices. 
Because it is completely soluble in alkaline 
media, it is readily and optimally absorbed as 
active penicillin in the duodenum. Clinical re- 
sults include prompt, high blood levels, maximal 
effect from the administered dose, a wide margin 
of toleration. 

For these striking advantages, acquaint your- 
self with PEN-VEE-Oral in your practice. 
Supplied: Tablets, 125 mg. (200,000 units) each, bottles 
of 36. Also available: BICILLIN®-Vee Tablets, 100 mg. 
(100,000 units) benzathine penicillin G and 62.5 mg. 
(100,000 units) penicillin V, bottles of 36. 
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Announcing a 
New Principle of 
Relief with the 
Bell 

Posture 
Bridge 

by 
TRUFORM 


Patented 


Eases facet impingement in the lumbo-sacral area by means 
of entirely unique 3-point pressure. Observe in the photo 
these key features: 
Exerts Positive Forward Thrust to tilt the pelvis, by 
direct contact of the lower pressure pad with the pos- 4 & 
terior surface of the sacrum. - 
Corrects Posture Defect, even excessive lordotic lumbar B = 
curvature...with the upper pressure pad acting as = 
a fulcrum. 
Makes No Other Contact along the back, between the 
Bridge’s two “piers” . . . there is no interference with the 


positive pressure of the two pads. 
ports, this Bell Pos- Ss Applies Controlled Counter-Pressure by means of 
ture Bridge is 2D the tightly-pulled straps. 


“Seeing Is Believing” ...so welcome the Truform fitter in 
Your Ethical your city, Doctor, when he calls to show you this new Bell 
Appliance Posture Bridge. Only by actually examining and applying 
Dealer” this unique support can you fully appreciate its perfect 
adaptability to the relief of low back pain. Over 500 
patients ... with and without sciatic involvement... have 
already proven the Bell Posture Bridge during its develop- 
ment and clinical evaluation. 
Write for “Truform Red Book,” the fully illus- 


trated reference catalog of Anatomically Cor- 
rect Surgical Supports and Surgical Hosiery. 


“Available Only from 
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A welcome addition to 
the treatment of the 


geriatric patient 


fh The frequency of pulmonary emphysema is revealed with the 
increasing longevity of our population. It occurs not infrequent- 
ly as a complication of degenerative pulmonary conditions. 


Loss of vital capacity with associated bronchospasm poses 
} a difficult problem for the physician especially in the treat- 
¥ ment of the elderly population. 


a He The Chart illustrates the improvement in vital capacity-time relationships 
after inhalation of Vaponefrin aerosol (6 inhalations) in a patient with 


j 


BEFORE AFTER R chronic pulmonary emphysema.! 

TOTAL V.C. TOTAL V.C. According to Motley, when bronchospasm in emphysema is encoun- 

1848 C.C. 3045 C.C. tered, a bronchodilator such as Vaponefrin is indicated.2 

IN 6 SEC. IN 7 SEC. 
VAPONEFRIN COMPANY e 304 SO. 69TH STREET e UPPER DARBY, PENNSYLVANIA 


hy P gy and 


1. Segal, M. S., and Dulfano, M. J., Chronic Pulmonary Emp y 
Treatment; Modern Medical Monographs, Grune and Stratton, New York, 1953, 

2. Motley, H. L., and Smart, R. H., Pulmonary Emphysema: Physiologic Factors in Diagnosis 
and Advances in Therapy; Journal of the American Geriatrics Society; Vol. Il, No. 5, 
May, 1955. 

@& Voponefrin is a 2.25% solution of an especially purified racemic epinephrine, as hydro- 
chloride, equivaient in pressor potency to approximately 1.25% U.S.P. reference standard 


epinephrine solution. 
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Primarily daytime sedative, 
mild, prolonged type of 


pediatrics...to control 
restlessness and irritability... 


encourage sleep 


geriatrics...gives the gentle 
sedation in low dosage required 
in this field; is not contra- 

indicated in renal disease’ 


SODIUM 


BUTABARBITAL SODIUM, McNEIL 
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Ma Me Tablets imprinted ‘McNeil’ 


Butisol Sodium produces the 
sedation exactly suited to: 


the busy, ambulatory 
hypertensive patient, 
where moderate sedation is 
still the treatment of choice 


the menopause...to 
reduce nervous tension... 
promote equanimity 


1. Council on Pharmacy & Chemistry: New 
and Nonofficial Remedies, 1955, Philadel- 
phia, J. B. Lippincott Co., 1955, p. 329. 


and the many other daytime conditions in which the “inter- 
mediate” sedation produced by Butisol Sodium is desirable to 
keep the patient calm, without mental confusion. 


Elixir Butisol Sodium, 0.2 Gm. (3 gr.) per fl. 0z., green 


© Tablets, 15 mg. (14 gr.), lavender 
DOSAGE | © Tablets, 30 mg. (%4 gr.), green 
FORMS:| © Tablets, 50 mg. (34 gr.), orange 


© Tablets, 0.1 Gm. (1% gr. pink LABORATORIES, INC 
QE» Capsules, 0.1 Gm. (1% gr.), lavender PHILADELPHIA 32, PA. 


New: Butisol R-A (Repeat Action Tablets) 30 mg. 
15 mg. for immediate release and 
15 mg. in coated core for delayed action 


Samples on request 
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THIS/IS 


The original alseroxylon fraction 
of India-grown Rauwolfia 


serpentina, Benth. 


All the hypotensive alkaloids of Rauwolfia—not merely 
a single isolated substance 


Free from the dross of the whole root 
Gently antihypertensive 
Tranquilizing 

Bradycrotic 

Free from undesirable side actions 
Single daily dose 


DOSAGE: Merely two 2 mg. tablets at bed- 
time. After full effect 1 tablet usually 
suffices. Available in bottles of 60, an 
average month's supply. 


Riker 


FIRST THOUGHT IN 
HYPERTENSION 


LOS ANGELES 
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THREE GENERATIONS OF DOCTORS 
HAVE PRESCRIBED ANTACID, EFFERVESCENT 


Sal Hepatica. 


Since 1897, doctors have consistently prescribed SAL HEPATICA for =— 


prompt relief of intestinal stasis. When SaL HEPaATica is taken one- 
half hour before supper, relief is obtained before bedtime. When 
taken before breakfast results are usually achieved within an hour. LAXATIVE 


SAL HEPATICA acts so promptly because it is antacid and efferves- : 
cent, lessening the emptying time of the stomach. Its osmotic action ; 
draws water into the intestine, providing a fluid bulk which is a ‘ 
prompt but gentle stimulus to evacuation. CATHARTIC 


Pleasant-tasting SAL HEPATICA acts without griping. Being antacid 
it relieves the hyperacidity frequently accompanying constipation. 


ON 
A 
Hi a 
epatié 
A GENTLE, SPEER 
Antacid Laxall 
co, 
: 
BRIS I OL-M ERS Co., 19 West 50 Street, New York 20, 
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reliability and standardization recognized by 

9 out of 10 leading insurance companies 3 
convenience and time-saving appreciated by 
thousands of examining physicians 


* Recent survey of 437 insurance companies 
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Often a marginal or substandard response 
to nutritional therapy can be due to the 
formula’s lack of important minerals. 


In fact, the minerals ‘‘are recognized as 
performing functions of major impor- 
tance,”"! and, as McLester points out, 
“serve as necessary components of en- 


zyme systems.”’2 


To make sure your patients get the extra 
protection of both vitamins and minerals, 
prescribe VITERRA: 11 important min- 
erals and 10 vitamins in every capsule. 


Chicago 11, Illinois 
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- lodine (from Potassium lodide).. .. 


VITERRA 


each VITERRA® capsule contains: 
MINERALS 

Calcium (from Dicalcium Phosphate)............ 213 mg. 
Cobalt (from Cobaltous Sulfate) ... 0.1 mg. 
Copper (from Cupric Sulfate)............ 


fron (from Ferrous Sulfate)......... 


Zinc inc sulfate) 


VITAMINS 
Vitamin A (Palmitate). . - U.S.P. Units 
Vitamin D (irradiated Ergosteral).. 500 U.S.P. Units 
Vitamin B12 U.S.P.. CE 
Thiamine Hydrochloride U.S.P.. 
Riboflavin U.S.P... 
Pyridoxine H drochloride s. P.. 
Niacinamide U.S.P.. mg. 
5 mg. 


Calcium Pantothenate. . 
Mixed 
(equivalent to 2.3 Int. Units 
Vitamin E Activity). . 5 


In bottles of 30 and 100 ‘soft, ‘soluble ‘capsules. 


When Sengunte potencies are indi- 

cated, specify 

VITERRA® THERAPEUTIC. 

1. Food and Nutr. News, vol. 25, p. 3 (1954). 

2. McLester, J. S. and Darby, W. t Nutrition and 
diet in health and disease. W. B. Saunders 

Company, Philadelphia, 1952. p. 107. 


15 
— 
Manganese (from Manganous Sulfate)........... 1 mg. 
(from Magnesium Sulfate).......... 6 mg. 
Molybdenum (from Sodium Molybdate). ......... 0.2 mg. os 
Phosphorus (from Dicalcium Phosphate). ........ 165 mg. 
Sulfate)............. 
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The name 


Winthrop-Stearns Inc.., 
has been changed to 


LABORATORIES Inc. 


Only the name is changed—nothing else. 


This new name better indicates the nature 
of our operations which is to supply 
high quality therapeutic and diagnostic pharmaceuticals 


MANUFACTURERS OF THE FOLLOWING DIAGNOSTIC AND THERAPEUTIC AGENTS 


ARALEN® PHOSPHATE ISUPREL® HYDROCHLORIDE 
AVERTIN® WITH AMYLENE HYDRATE LEVOPHED® BITARTRATE 

CREAMALIN® MEBARAL® 
DEMEROL® HYDROCHLORIDE MILIBIS® 


DIODRAST® 35%, NEO-SYNEPHRINE® HYDROCHLORIDE 
DIODRAST® 70%, pHisoHex® 

DIODRAST® COMPOUND SOLUTION - PONTOCAINE® HYDROCHLORIDE 
DRISDOL® IN PROPYLENE GLYCOL SALYRGAN®-THEOPHYLLINE 
DRISDOL® WITH VITAMIN A DISPERSIBLE TELEPAQUE® 


im) EVIPAL® SODIUM ZEPHIRAN® CHLORIDE 

® 


‘ \ ee? | 3 
4 
| | 
| 


| (Vieu- maneotic 


Cough speegie— 


Romilar 'Roche' is at least 

as effective as codeine in 
relieving cough -- but it does 
not constipate and is not habit- 
forming. 10 mg Romilar® equals 
15 mg (1/4 gr) codeine, Romilar 
is available as a syrup, in 


tablets and as an expectorant. 
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Whouthe matter arkes— 


"Which vitamin drops should I use?" -- 
she looks to you for specific advice. 
And when you specify easy-to-take 
Vi-Penta” Drops *Roche,* you know 

they are dated to ensure full 
potency...they contain synthetic 
vitamin A plus seven other vitamins 
(including Be and d-panthenol)... 


and they taste good, 


é 
| 
7 
> 


eurnal A.O.A. PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 17 


ember, 1955 


Shorter R 
to recovery 
with fastest 


NEW palatability, NEW convenience, NEW veil ... the same ones efficacy and toleration 


TETRABON......... 


Brand of tetracycline 


Supplied in 2 ounce bottles, containing 125 mg. 
tetracycline per 5 cc. teaspoonful. 


TETRABON SF 


Brand of tetracycline hydrochloride with vitamins (fruit-mint flavored) 


Sugar free. Supplied in 2 ounce bottles, containing 
125 mg. tetracycline per 5 cc. teaspoonful. 


These new, remarkably palate-pleasing non- 
alcoholic homogenized mixtures of Pfizer-discovered 
tetracycline are now standardized and ready- 
mixed at Pfizer Laboratories for uniformity and 
reliability. 


TETRABON SF supplies with each average daily 
dose of tetracycline the special vitamin formula 
recommended for the treatment of stress condi- 
tions, thus giving antibiotic therapy and metabolic 
support with a single prescription. 


*Trademark 
¢Trademark for Pfizer-originated, vitamin-fortified antibiotics 


NEW STANDARDS FOR TETRACYCLINE THERAPY IN NEW READY-MIXED LIQUID FORM 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


D2 SSS 
— ‘broad-spectrum = 
fruit-flavor) 
= 
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Carnation representatives 7 
check “date-coded” retail stocks of 
Carnation Evaporated Milk, 
final step of the continuous control from 
farm to€onsumer that assures \ 
high quality and 


protects your recommendation _.- 


Carnation 


warrants your-specificatibn 


Di 


| | 
| 
. 
| may we howe. your cupport for (arnation 
| 
EVAPORATED © 


greater therapeutic benefits 
* fewer unwanted effects 


‘PREDNISOL 


METICORTELONE resembles METICORTEN in antirheumatic, anti- 
inflammatory and antiallergic effectiveness.'-!! The availability of 
these new steroids, first discovered and introduced by Schering, pro- 
vides the physician with two valuable agents for safer, more effective 
cortical hormone therapy. 


Bibliography: (1) Bunim, J. J.; Pechet, M. M., and Bollet, A. J.: J.A.M.A. 157:311, 1955. 
(2) Waine, H.: Bull. Rheumat. Dis. 5:81, 1955. (3) Tolksdorf, S., and Perlman, P: Fed. 
Proc. 14:377, 1955. (4) Herzog, H. L., and others: Science 12]:176, 1955. (5) Bunim, J. J.; 
Black, R. L.; Bollet, A. J., and Pechet, M. M.: Ann. New York Acad. Sc. 61:358, 1955. 
(6) Henderson, E.: New developments in steroid therapy of rheumatic diseases, presented 
at New Jersey State Medical Society Meeting, Atlantic City, New Jersey, April 17-20, 1955. 
(7) Boland, E. W.: California Med. 82:65, 1955; abs., Curr. M. Digest 22:53, 1955. (8) King, 
J. H., and Weimer, J. R.: A.M.A. Arch. Ophth. 54;46, 1955. (9) Criep, L. H.: Prednisolone 
and prednisone in the treatment of allergic diseases, to be published. (10) Sternberg, T. H., 
and Newcomer, V. D.: Am. Pract. & Digest Treat. 6:1102, 1955. (11) Gordon, D. M.: Pred- 
nisone and prednisolone in ocular disease, to be published. 


METICORTELONE,* brand of prednisolone, Schering. 
METICORTEN,* brand of prednisone, Schering. 
*T.M. 
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BSuppli: 
BANTRI 


ENTIRELY NEW BOOK ON DIETOTHERAPY — JUST PUBLISHED! 


WOHL and GOODHART— 


Modern Nutrition in Health and Disease 
DIETOTHERAPY 


Edited by MICHAEL G. WOHL, M.D. 


Chief of Human Nutrition, Division of Biological Chemistry, 
Hahnemann Medical College and Hospital, Philadelphia, Pennsylvania 


and ROBERT S. GOODHART, M.D. 


Scientific Director, The National Vitamin Foundation, Inc., 
Lecturer in Nutrition, Columbia University School of Public Health 


55 Contributors 


Wherever diet is a factor in the treatment of disease 
or in maintaining good health, this complete work 
by 55 foremost American authorities has quickly 
become the acknowledged dietary reference source. 
The text abounds with up to date clinical applica- 
tions that give you immediately—without contro- 
versial discussion—the exact knowledge you need 
for bedside or office dietary management of every 
patient. Throughout, emphasis is on the inter- 
relationships of nutrients. 


New Book. 


Washington Square 


Distinguishing features of this new work include: 
1. Strong emphasis on the physiologic basis of each 
disease and its integration with proper diet in treat- 
ment of disease; 2. Nutrition considered an essential 
part of complete management. (The authors review 
such therapeutic procedures as drugs, rest and ex- 
ercise, to give a full picture of necessary bedside 
management); 3. The presentation in three major 
sections: Normal Nutrition, Nutrition in Disease, 
and Nutrition in Periods of Physiologic Stress. 


1062 Pages. 80 Illustrations. 127 Tables. $18.50 


LEA & FEBIGER 


Philadelphia 6, Pa. 
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spasm, acidityand pain : 
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Biension-and emotional strain 


Antrenyl-Phenobarbital Tablets (scored), each con- 


mANTRENYL® bromide (oxyphenonium bromide crBA) 


MEDICAL HORIZONS | Monday 


2-a-day therapy for the anemias Cc 


| is Iron-Plus 


610221 
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Biining 5 Ant lb d d 15 henobarbital 
> Mme. Antren romide an mg. enodarnital. 
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IN MY JOB | KNOW ABOUT HEAT RASH 


.-.1 USE SOOTHING, MEDICATED A’ MEAS 


Especially whenever tender skin is irritated by heat, 
moisture or chafing, AMMENS Powder gives a prompt 
feeling of soothing comfort. 

AMMENS’ starch granules, evenly dispersed in talc, provide 
an absorbent coating on irritated skin. Oxyquinolin 

and zinc oxide, blended in the powder, help protect macerated 
crevices against bacterial invasion. 

For skin comfort—especially following strenuous work or 
play, or in hot weather—keep a can of AMMENS close at hand. 


BRISTOL-MYERS COMPANY 


19 West 50 Street, New York 20, New York 
Distributor for Charles Ammen Co., Alexandria, Lovisiana 
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New Knox Food Exchange Chart 
Eliminates Calorie Counting 


To help your obese patients reduce and stay re- _a supply of the new Knox charts for your practice, 
duced, Knox introduced this year a new dieting _just fill in the coupon below. 

plan based on the use of nutritionally tested Food _ 1 Developed by the U. S. Public Health Service assisted by committees of The 
Exchanges.! The very heart of this new dietary isa 
“choice-of-foods diet list’’ chart which presents 
diets of 1200, 1600 and 1800 calories. 

Each of these diets may be easily modified to meet 
special needs. However, the important points for 
your patients are that the use of this chart elimi- 
nates calorie counting, permits the patient a wide 
range of food choices and dispels that old empty 
feeling by allowing between-meal snacks. 

These advantages should make your management 
of difficult and average cases easier. If you would like 


Chas. B. Knox Gelatine Co., Inc. 
Professional Service Dept. JO-12 
Johnstown, N. Y. 

Please send me—_..copies of the new, color-coded ‘‘cheice- 
of-foods diet list” chart. 

YOUR NAME AND ADDRESS 


KNOX | 
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NOW...THE NEWEST RESEARCH DEVELOPMENT 
IN HYPERTENSION GIVES YOU RESULTS LIKE THESE... 


R.W., 29 year old male. Pretreat- 
ment blood pressure averaged 
220/130. He was treated with 
Unitensen, 12 mg. daily. Blood 
pressure fell to an average of 165/ 
100. There was also marked 
improvement of severe, grade II 
retinitis. 


R.A., 49 year old obese white 
female. Pretreatment blood pres- 
sure averaged 220/125. She was 
given 6 mg. of Unitensen daily, 
Blood pressure after treatment 
averaged 165/100. There was a 
further drop to 150/95 with weight 
reduction. 


the next time you need to lower blood pressure 


you can write for a true 


dependable and safe anti-hypertensive agent... 


Unitensen represents the latest research development in hypertension. 
It contains cryptenamine tannate—a synthesized salt of a newly 
isolated ester alkaloid fraction never heretofore made available. 


Unitensen is a true anti-hypertensive agent that decisively controls 
arterial hypertension. It dependably lowers blood pressure in the 
majority of patients without ganglionic blocking. It is free from 
dangerous side actions. Dosage is uncomplicated. Economical 
Unitensen saves your patients 4% to 4% over the cost of other 


potent hypotensive agents. 


Ay 


Bottles of 80, 100, 
500 and 1000. 


IRWIN, NEISLER & COMPANY DECATUR, ILLINOIS TORONTO 1, ONTARIO 


24 O.A. 
1955 
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THE BIRTCHER CORPORATION 


world’s largest volume producer of 
electro-medical-surgical equipment 
makers of the world famous hyfrecator 


Of all the hundreds of papers that have been 
published on the subject of Medical Ultrasonics, 
one of the most enlightening to the G. P is the 
report by another small town General 
Practitioner, published in the August issue of 
Medical Times magazine. This paper covers the 
use of ultrasonic therapy in the treatment of 
patients who had previously failed to respond 
to other methods. The report includes cases of: 


BURSITIS + OSTEO-ARTHRITIS + VARICOSE ULCERS 
HYPERTROPHIC ARTHRITIS OF THE SPINE + ASTHMA 
PERIPHERAL VASCULAR DISEASE + HERPES ZOSTER 


One year's experience 
by a small town G.P. 
using Ultrasonics 


We will mail you a reprint of this article on 
request. We also have on hand a large collection 
of reprints which cover a host of other diseases. 
Included is the bound collection of all 17 

papers presented at the 4th Annual Conference 
of the American Institute of Ultrasonics in 
Medicine which was held August 27th, 1955 in 
Detroit, Michigan. If you have patients who 
are not responding to other treatment and 
would like to have the free use of an ultrasonic 
machine for one month, we will be happy to 
arrange for one of our dealers to put a Birtcher 
Megason in your office... no charge 

or obligation, of course. 


THE BIRTCHER CORPORATION 

4371 Valley Bivd., Los Angeles 32, California 

[_] Send me a reprint of the small town G.P. paper. 

(_] Send me other ultrasonic reprints. 

[_] [would like to try a Birtcher Megason Ultrasonic 
in my office without cost or obligation. 


Or. 


Address 


State. 
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for prenatal supplementation 


choose between these 
2 easy-to-take formulas 


orus-free | 


Mead | *phosph V 


1 Natalins-PF capsule t.i.d. supplies: 


Vitamin A... 6000 units 
Ascorbic acid . 100 mg. 
3 mg. 
Riboflavin. 


Calcium carbonate to supply 
phosphorus-free calcium 


Bottles of 100 


Nulacin 


A recent clinical study* of 46 ambulatory nonhos- 
pital patients treated with Nulacint and followed 
up to 15 months describes the value of ambulatory 
continuous drip therapy by this method. Total 
relief of symptoms was afforded to 44 of 46 patients 
with duodenal ulcer, gastric ulcer and hyper- 
trophic gastritis. 

The delicately flavored tablets dissolve slowly in 
the mouth (not to be chewed or swallowed). They 
are not noticeable and do not interfere with speech. 


WITHOUT HOSPITALIZATION 
.--AND GOOD TASTING, TOO! 


Nulacin tablets are supplied in tubes of 25 at 
all pharmacies. Physicians are invited to send for 
reprints and clinical sample. 


HORLICKS *Steigmann, F., and Goldberg, E.: Ambulatory Continuous Drip Method 
CORPORATION in the Treatment of Peptic Ulcer, Am. J. Digest. Dis. 22:67 (Mar.) 1955. 
Pharmaceutical Division +Mg trisilicate 3.5 gr.; Ca carbonate 2.0 gr.; Mg oxice 2.0 gr.; Mg 


carbonate 0.5 gr. 
RACINE, WISCONSIN 


: 
Pyridoxine HCl. 3 Mg. 
Calcium pantothenate 3 Mg. 
Folic aCid mg. 4 
Vitamin By meg. 
Iron (from ferrous sulfate). 22 mg. 
450 mg. 
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Vitamin A both alike in patient acceptability 


Ascorbic aay 100 mg. 
Thiamine . 33mg. 
Riboflavin . » 4.5 mg. small size... easy to swallow 
Niacinamide. 30mg. 
Pyridoxine HCI. . 3 mg. 
Calcium pantothenate . - 33mg. 
Vitamin Bis (crystalline) .......sseescc 1 mcg. small dosage... one capsule t.i.d. 
Iron (from ferrous sulfate). ..........0+- 22 mg. 
Veal bone ash to supply 
Calcium 375 mg. 
Phosphorus 188 mg. 


Bottles of 100 and 500. economical, too 


(MEAD) SYMBOL OF SERVICE TO THE PHYSICIAN 


MEAD JOHNSON & COMPANY, EVANSVILLE, INDIANA, U.S.A. 


m 


PROFESSIONAL PRINTING COMPANY, INC. | 
NEW HYDE PARK, N. Y. 


Gentlemen: Please send free Histacoun 
Bookkeeping samples and literature, no 


: obligation on my part. 
| 
| 


J 
= 
it 
just minutes, I get —compiete fin tal picture” my practice 
for yourself what a work-saver Histacount is 
= mail the convenient coupon today . . . no obligation. 
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PROCTOLOGICAL INSTRUMENTS 


ARE OUR SPECIALTY 


FURRY'S CRYPTOTOME 


Ideal for opening crypts or pockets. Sharp inner edge. 7 00 


Length 8”. Chrome plated. Price .....cccccccccsecsccceess 


BARR'S DOUBLE-END CRYPT HOOK 


Two sizes of hooks in one instrument—small for ss $7 50 
small fistulae, large foroperating. Length 10”. Stainless steel. r] 


HOT-CAUTERY RACK = 
A convenient rack for your hot cautery. e 
4 convenient rack for your hot cautery. GROW'S LIGATURE PLACER AND CARRIER 
right or can be held stationary. Clamps Made so that the ligature can be advanced and placed by engaging 
to desk or table top. Chrome ag 50 the distal end of the loop or retracted by means of the proximal 00 


609 COLLEGE STREET CINCINNATI 2, OHIO 
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eYRi(BENZAMINE CITRATE (30 mg. per 4 mi.) 
Relieves Congestion 


| ePpH EDRINE SULPHATE (10 mg. per 4 mi.) 
Rela: es Bronchioles 


AM: :ONIUM CHLORIDE (80 mg. per 4 mi.) 
Liqu Mucus 


Also -yallable: Pyribenzamine Expectorant with 
Code 1e and Ephedrine (above formula plus & mg. 
eode: e phosphate per 4 mi.); exempt narcotic. 


;ENZAMINE® citrate (tripelennamine citrate CiBA) 


MEDICAL HORIZONS TY Monday eM. & 


Rauwidrine—combining 1 mg. Rauwiloid® and 5 mg. amphetamine 

in a single tablet-—replaces despondence with equanimity—pro- 

vides serenity and pleasant alertness for the depressed and 

melancholy, the dispirited and frustrated patient—all without eupho- 
ria, without barbiturate drag. Safe for the hypertensive, too. 

Dosage: For mood elevation, initially 1 to 2 

tablets after breakfast and lunch. 


LABORATORIES, INC., Los Angeles 


FOR OBESITY Rauwidrine curtails appetite without 
the “black mood” feeling of deprivation. F-7,7 
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EXPERIENCE IN MOOD ELEVATION 
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to control 
any capillary or venous bleeding 
rapidly—within minutes, 


regardless of origin... 


to prevent 


surgical bleeding safely*... 
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KOAGAMIN' 


parenteral hemostat 


*Over a million doses given without a 
single reported side effect—including 
thrombosis. 


KOAGAMIN, an aqueous solution of oxalic and malonic 
acids for parenteral use, is supplied in 10-cc. 
diaphragm-stoppered vials. 


06755 


CHATHAM PHARMACEUTICALS, INC. 
NEWARK 2, NEW JERSEY 
Distributed in Canada by 

Austin Laboratories, Limited, Guelph, Ontario 
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OPENING AN OFFICE 


Since 1860 A. S. Aloe Company has helped three gen- 
erations of physicians open their offices. Whether you 
plan to begin practice or re-equip an existing office, 
we can serve you. (1) A National Institution: We have 
13 shipping points throughout the nation and more than 
200 representatives. (2) Equipment Check Lists. Cover 
the cost of everything required to outfit your office, from 
hypodermic needles to X-ray machines. (3) Planning 
Service. Suggested room layouts scaled to size. (4) Tai- 
lored Payment Plan. There are no interest charges 
under our regular “new office” extended payment plan. 
(5) Location Service. Aloe representatives know of 
many attractive locations for beginning practice. 


Write or see your local representative for details. 


A. 8. Aloe Company no svssiviaries 
1831 Olive St. @ St. Louis 3, Mo. 


LOS ANGELES SAN FRANCISCO’ SEATTLE 
MINNEAPOLIS KANSAS CITY DALLAS 
NEW ORLEANS ATLANTA WASHINGTON, D. Cc. 


Record Book 
For Physicians 


THE DAILY LOG is a common-sense book- 
keeping system that requires no special training 
yet stops profit leaks and protects against tax 
troubles. Fully dated—looseleaf inexpensive. 


‘You'll be money ahead by ordering your 1956 
Daily Log now! Used in tens of thousands of 
offices—satisfaction guaranteed. 


PRICES: 36 lines per day, fully dated for 1956 
—$7.25. 72-line Double Log, two 6-mo. volumes, 
dated for 1956—$12.50. 


ORDER DIRECT or WRITE for COMPETE INFORMATION 
AND FREE RECORD SUPPLIES CATALOG 


COLWELL PUBLISHING COMPANY 


265 University Ave. Champaign, Illinois 
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equanimi 


Meprobamate 


(2-methyl-2-n-propyl-1,3-propanediol dicarbamate) 


anxiety factor 


properties 


"Usual dosage: 1 tablet, tid. 
Supplied: Tablets, 400 mg., bo‘tles of 
1. Selling, L.S.: J.A.M.A. 157:1594 (April 30) 1955. 
157:1596 (April 30) 1955. 
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know 
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your 


diuretic 


how safe is the diuretic you prescribe? 


the utmost in safety, confirmed by long clinical usage, 
is one reason more physicians choose the organomercuri- 
als for diuresis. Their dependable action does not involve 
production of acidosis or specific depletion of potassium, 
and side effects due to widespread enzyme inhibition 


are absent. 


TABLET 
BRAND OF eeeeenead (18.3 MG. OF 3-CHLOROMERCURI 


2-maTnoxy. PROPYLUREA IN EACH TABLET) 
a“ 
no rest periods « no refractoriness 


NEOHYDRIN can be prescribed every day, 
seven days a week.as needed 


a standard for initial control of severe failure 
MERCUHYDRIN® SODIUM 


BRAND OF MERALLURIDE INJECTION 


LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 865s 
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Chicago 11, Ill. 
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The Value of Occupationai and Osteopathic Manipulative Therapy in the 
Rehabilitation of the Cerebral Palsy Victim* — 


BERYL E. ARBUCKLE, D.O. 


INTRODUCTION 


Cerebral palsy is the term which, through present- 
day usage, is applied to a variety of neuromuscular 
conditions resulting from injury or insult to the brain 
during intrauterine life, labor, and/or delivery, or 
shortly thereafter; the conditions manifest an impair- 
ment or loss of muscular control. The clinical picture 
of these disturbances varies greatly in location, degree 
of severity, and type. Included are those cases with bi- 
lateral, symmetric, nonprogressive disturbance of mo- 
bility as well as those involving one side or even one 
portion of the body, such as an extremity or the face. 
There may be disturbance in ambulation, manual dex- 
terity, or speech, in any degree from slight clumsiness 
to complete incapability. Speech may have the cerebral 
palsy nasal twang or efforts to speak may result in in- 
articulate sounds. The types of cerebral palsy are usual- 
ly classified as spastic, atonic or flaccid, athetoid, ataxic, 
rigid, and tremorous. Many cases manifest a mixture 
of types, and many pass through different classifica- 
tions. 

The cause or causes of these motor disabilities may 
also be responsible for defect in the mental sphere; 
however, it must be remembered that there is a great 
deal of difference between mental deficiency and mental 
retardation. The child who starts life with a handicap 
of any one or all of the above motor disabilities will 
require the expenditure of so much energy in over- 
coming them that mental retardation may result. Also 
a child may exhibit two separate defects, one in the 
realm of muscular motility and the other in mental 
ability ; or the difficulty may be in the mental sphere, 
and consequently the child may have no ability to de- 
velop purposeful muscular activity. Considering three 
children of the same age, one from each of these cate- 
gories, the child belonging to the first group, with im- 
pairment originally to the motor sphere, would, accord- 
ing to experience, show the greatest rate of response, 
while the one with interference in the development of 
mentality would be most discouraging as far as general 
response is concerned. To make time and effort worth- 
while to all concerned, the child in the last group would 


*Presented at the Fifty-Ninth Annual Convention of the American 
Osteopathic Association, Los Angeles, July 18, 1955. 
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necessarily require very early treatment while an indi- 
vidual in the first group subjected to adequate treat- 
ment, even after the age of maturity, would improve 
amazingly well. 

The cause of the motor and/or mental disabilities 
described above may also be responsible for disturbance 
in that section of the brain, the hypothalamus, which 
controls metabolism, and hence a general depleted 
physical condition results. So often the child with 
severe disturbance of motor ability presented for treat- 
ment is pale almost to the degree of transparency, ex- 
tremely frail, and anxious in expression. Such a child 
is sickly and has frequent colds and gastrointestinal 
disturbances. Parents who present a child with this 
pathetic picture for professional aid are too often told 
that the trouble is an unfortunate birth injury about 
which nothing can be done. Should such a statement 
and prognosis be accepted and further search for aid 
be abandoned, the child, if he does not succumb shortly 
to some illness, will surely become a greater misery 
to himself and a heavier burden for the family. 

ETIOLOGIC FACTORS 

Cerebral palsy is usually attributed to birth injury, 
an unfortunate term since to many minds this term still 
implies that the obstetrician is to blame, whereas the 
injury or insult to the central nervous system most 
often is in no way dve to obstetric injury ; rather it may 
have occurred any time during pregnancy and/or 
parturition or shortly thereafter. The causative factors 
during pregnancy and/or parturition are often due to 
an imbalance of the contractile forces of the uterus and 
the forces of resistance within the fetal structure. Fac- 
tors arising during pregnancy or before are often also 
the basis for the difficulties encountered by the obste- 
trician during delivery. This fact, if realized more 
often, wold result in initiation of preventive treatment 
much earlier, the most desirable time being immediate- 
ly after birth. In nature there are neither rewards nor 
punishments—only consequences. If a physical handi- 
cap is not among the consequences of the past expe- 
riences of a female newborn, early treatment might 
correct faulty relationship of cranial and pelvic planes, 
a condition which might be responsible for improper 
pelvic development, a very possible cause for defec- 
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tive stresses with their disastrous results in the subse- 
quent generation. . 

There are many causes of cerebral palsy. There 
may be factors of heredity or illnesses of either parent 
before conception; syphilis and alcoholism have been 
offered as conditions which contribute to maldevelop- 
ment of the central nervous system of offspring. Illness 
of the mother, such as German measles, toxemia, or 
even a severe cold, during the vital stage of fetal de- 
velopment may be the etiologic factor or a contributing 
one, as may be any blood dyscrasia or any disturbance 
to the placental barrier. 

Some authors attribute many of these cases to 
hemorrhage over the convexity of the cerebral hemi- 
spheres or, for that matter, in any part of the brain. 
However, the pathologic anatomy recorded is such that 
it seems unlikely that any large percentage of these 
cases can be attributed to intracranial hemorrhage. 
Some case are due to anoxia, but let it be remembered 
that the nervous system of the fetus and newborn is 
decidedly less sensitive to the lack of oxygen than is 
the nervous system of the mature structure. All too 
frequently cyanosis is treated by giving extra oxygen 
with no further thought of finding and correcting an- 
other possible cause for cyanosis, or more specifically 
the cause of the interference with the respiratory 
mechanism. 

Holt and McIntosh’ state that 35 per cent of all 
cerebral palsy victims show slight microcephaly. Ex- 
planation for this fact may be found in reasoning from 
the osteopathic understanding that disturbance of the 
structural alignment of the portions of developing 
cranial bones is very often responsible for an inter- 
ference with the development of the central nervous 
system housed in the craniovertebral cavity. According 
to clinical results, this structural malalignment is one of 
the most frequent causes of cerebral palsy. 

It is a known physiologic fact that molding of the 
fetal skull facilitates passage through the birth canal. 
A disturbance in this physiologic pattern of molding is 
very likely to result in mechanical stresses which will 
interfere with expected normal development of the indi- 
vidual in any one of many possible ways. 

Because of the very generous cooperation of mem- 
bers of the obstetric department of the Osteopathic 
Hospital of Philadelphia, there is a much better under- 
standing of the particular mechanical disturbance pro- 
duced by pathologic molding. During development, the 
fetus arranges itself in whatever space there is for 
growth. The curve of the mother’s lumbar spine and 
the shape and inclination of her pelvis are the bony 
structures which shape this space. The mother’s liver 
is another fixed restricting boundary, and the placenta 
in its selected position furnishes the variable restricted 
boundary in each pregnancy and hence affects greatly 
the manner of fetal positioning and movement. 

_The fetus constantly subjected to various stresses 
during uterine contractions may develop with its pelvic 
and shoulder girdles in very different planes. This in 
itself will alter the curve and/or rotation of the spine, 
through which the forces of uterine contraction are 
transmitted to the base of the fetal skull. The long axis 
of the fetus in relation to that of the uterus may be ver- 
tical or transverse, or in any plane lying between. Like- 
wise the median or sagittal plane of the fetus may vary 
in relation to the long axis of the uterus. There are 
many variations in this relationship and also in the 
relationship of the different fetal planes to each other. 
The latter is largely affected by changes in the degree 
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of lateral flexion and the amount of rotation of the 
cervical area. Each of these variations will produce 
different effects upon the plane of the base of the fetal 
skull. In fact, the entire fetus will be in varying planes 
in relation to the long axis of the uterus at different 
times; therefore, it will be affected differently by the 
compressive forces of uterine contraction according to 
these changes. 

The adult structure could neither endure the saine 
ratio of compression nor tolerate for even a few min- 
utes some of the cramped distortions in which the fetus 
must exist for a considerable time. These attitudes are 
frequently observed by palpation and by roentgen 
studies of the mother at various intervals before <e- 
livery, but the odd positions are accepted with little if 
any thought about the possible effects of these awkward 
strains upon the developing fetus or, more important, 
the effect upon the entire human mechanism should the 
condition, exaggerated or not during delivery, be left 
uncorrected beyond the age at which such correction is 
possible. During delivery, the head jockeying through 
the varying positions again changes the planes of stress 
through which pass the strains of forces of uterine con- 
tractions. According to Holland,? the cranial dural 
membranes protect the developing brain, and he states 
that through each stage of labor the planes of stress will 
be exerted over a different group of fibers. The expe- 
riences of birth are, at best, drastic, and either help or 
the lack of it during the period of recuperation will be 
reflected throughout the lifetime of an individual. 

To comprehend this picture fully, knowledge of 
the physiology or the mechanism of labor and delivery 
is necessary. The understanding of the types of con- 
tractions of the uterus during pregnancy, the transverse 
contractions starting at the fundus and initiating labor, 
and the dextramotion of the uterine contraction in its 
longitudinal plane during delivery is as necessary as is 
the knowledge of the embryonic development of the 
human structure. 

In the early stages of development, the brain af- 
fects the brain capsule, but very quickly the restraints 
of the developing skull affect the brain pattern, in- 
creasing its flexions and causing the brain to fold upon 
itself in the formation of the various flexures and of 
the temporal poles. Therefore, a head such as that 
described by Little* nearly a century ago, with one side 
of the forehead and the opposite side of the back of the 
head flattened, could not have a symmetric brain de- 
velop within. It takes neither imagination nor a pneu- 
moencephalogram to know that the lateral ventricles 
within such a head will be neither symmetric nor of 
equal capacity. 

SYMPTOMS 

The earliest symptom of cerebral palsy may be 
disturbance of the swallowing mechanism. This ma) 
be closely followed by difficulty in feeding. How much 
more important it is to make the baby agree with the 
formula than to waste important weeks in efforts to 
find a formula that may be tolerated by the baby ex- 
hibiting the disturbance. Another early symptom is the 
all too frequent asymmetric movement manifested when 
the Moro reflex is elicited. The fact that the baby re 
sponds to this test is of itself not nearly as important 
as the manner in which it responds. Should a bab) 
show a marked preference for a certain position, th« 
time to initiate treatment is the present. Definite posi- 
tion is preferred very shortly after birth when there i: 
such malalignment of the cranial bones as will result in 
the sloping head described by Little or, as it is known 
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Fig. la 


Fig. 1. Oblique skull. Fig. 1a. 
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Fig. 2a 


Diagrammatic presentation of malarrangement of parts of developing occiput in skull of 


oblique pattern. Fig. 2. Vault of same skull as shown in Figure 1, with head in greater degree of flexion. Fig. 2a. Diagram- 
matic presentation of disturbance in relationship of vault sutures. 


today, the oblique skull. A little later and less fre- 
quently this position preference will be part of the 
behavior pattern of the baby, with the base of the skull 
markedly crowded in the anteroposterior position, par- 
ticularly when associated with flexion of the hinge and 
consequent increase of tension throughout the planes 
of horizontal stress fibers. 

Very frequently the mother states that the cerebral 
palsy child cried almost consiantly during the early 
weeks of life. All too often the anxious parents are 
supposed to accept colic as the only explanation for this 
crying and also as a necessary phase of development. 
The grasp reflex may be delayed or not even developed. 
The baby fails to turn at the accepted time of 4 to 5 
months or to sit alone at 7 months. Despite all these 
unfavorable signs, parents too often are assured that 
their child is just slow. Should the child have been 
premature, this fact is in all probability given as the 
reason for its slowness. On the contrary, the prema- 
turity of the infant may have been responsible for the 


malalignment of the cranial structures. These immature 
structures were left too early to settle on the firm sur- 
face of the mattress with no one understanding the 
need for treatment to counteract and overcome the re- 
sultant crowding of the base of the skull, the further 
crowding about the mastoid area, and, all too often, 
crowding in the midline vault sutures as well. When a 
year has passed and the child is still neither sitting nor 
attempting to talk, the parents may still be told that the 
child is slow. Slowness is not a normal characteristic 
of a human being. No child is slow without a very good 
reason. The difficulty through which the child struggles 
in attempting to swallow and chew causes increasing 
concern on the part of the mother. Often it is not 
until the child is 2 years or more of age that the parents 
are told that he is not normal or likely to be. 

Any or all of these symptoms may be present. Al- 
though the series of symptoms is due to a congenital 
condition, the symptoms may not_be evident for months 
or years after birth, and then some trivial accident or 
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illness of the child may be blamed. Progressive cerebral 
degenerations or postnatal progressive disabilities may 
give rise to identical syndromes and can be recognized 
only by keeping the child under observation until the 
progressive nature of the disease is clear. But let us 
not be guilty of allowing the child to remain untreated 
during this period of observation. The attitude of 
watchful waiting is most disastrous to the individual 
with cerebral palsy. 
PROGNOSIS 

In view of all these possibilities, it is particularly 
evident that the prognosis must always be guarded. At 
times when the outlook may appear most gloomy, the 
results of therapy are most gratifying and the distress- 
ing symptoms appear to be entirely overcome ; at other 
times in the face of apparently minor defects, the con- 
dition is only slightly alleviated. 

The osteopathic reasoning is often new to parents, 
thus providing an extra straw to grasp. While discuss- 
ing the condition of the child after examination, it is 
well to state to the parents that if this treatment is to 
be of help to their child they will notice some change, 
not great, but definite, within four manipulative treat- 
ments given 1 week apart. If improvement is noticed 
within 3 weeks, it is worth every effort to continue ; 
continuing improvement will still be slow, but it will be 
steady and sure. The physician caring for the handi- 
capped child should always bear in mind the fact that 
in normal development the child does not manifest 
growth in every direction at the same time and that this 
fact also holds true for the handicapped child. Should 
parents become somewhat discouraged because a certain 
phase of growth and development in which they were 
noting improvement seems to be at a standstill, the 
physician must be able to point out the phases of 
growth that are taking place at that particular stage in 
the child’s development. The parents, through better 
understanding, are reassured and given the courage to 
continue faithfully with the home care of the child. 

A question which parents are likely to ask is, 
“How long?” To this, no definite answer can be given 
because every child is an individual with its own pat- 
tern of response. Treatment should be continued as 
long as improvement is evidenced or while the child is 
still going through growth periods, even though symp- 
toms appear to be entirely overcome. In the latter case, 
treatment at less frequent intervals should be given to 
be sure that no restricting forces remain that might 
interfere with future development. 


As all motor functions generally constitute some 
of the important aspects of human behavior, it is ex- 
tremely important during the early years of life that 
these functions are enabled to develop into the most 
free and rhythmic patterns possible, thus enabling the 
child with cerebral palsy to develop psychologically as 
well as those who are unafflicted. The muscular symp- 
toms are often not evident at birth; only with increas- 
ing demands for efficient muscle activity does the dis- 
order become evident. For the best interest of the 
patient, treatment should be initiated before undesirable 
motor patterns have become fixed. Prevention of such 
patterns is far easier and less time consuming than is 
the task of helping the child overcome them at the same 
time that treatment must be directed toward the pre- 
vention of those patterns that would be manifest during 
this period of growth were the others permitted to 
develop. 

Treatment requirements vary according to the age 
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of the patient. When the infant is in the nascent stage, 
osteopathic manipulative therapy constitutes the entire 
program beyond that of the usual care given all new- 
borns. It must always be remembered that first of all 
the infant, and later the child, is an entity, an individ- 
ual, and superimposed upon this unit is the difficulty or 
handicap. So the patient must be treated as an indi- 
vidual of that age and not merely as an object to be 
forced into a pattern of structural and temperamental 
uniformity. 

_ In order that adequate manipulative treatment may 
be given the newborn, it is imperative to be aware con- 
stantly of several factors: the immaturity of the patient 
to be handled, the pattern of the expected growth of the 
structures involved in the maintenance of the correct 
relationship of the developing musculoskeletal system, 
and the forces involved in the disturbances of this rela- 
tionship. 

The details of this mechanism have been given in 
previous papers.*? 
CRANIAL THERAPY 


Since one of the prime purposes of this paper is 
the presentation of osteopathic manipulative treatment, 
it will be assumed that the above basic factors are un- 
derstood, and no time will be taken for their further 
description. 

The newborn infant’s thighs should be held by a 
nurse or, better still, an assistant may support the pelvis 
with thumbs beneath the anterior superior iliac spines 
and middle and index fingers over the sacrum or over 
the sacrum and fifth lumbar as necessary. Having this 
supporting treatment arranged, the infant’s head is 
cradled in the fingers, and it must be remembered that 
examining forces should always be carried away from, 
never toward, foramina or fontanels. This fact is of 
great importance during examination and treatment in 
order to avoid further crowding. 

The relationship of the head upon the atlas is first 
determined, then the relationship of the condylar parts 
to each other and to the adjacent portions of bone as 
well as the position of the sphenobasilar and the lumbo- 
sacral junction. If there is variation in the planes of 
the base of the skull and the pelvis, additional fingers 
maintaining the desired plane of the shoulders will as- 
sure more satisfactory results in fewer treatments and 
shorten the duration of each treatment. The position 
of fingers upon the cranium of the newborn should be 
as follows: (1) middle fingers upon the condylar parts, 
(2) index fingers controlling the petromastoid portions, 


Fig. 4 


Fig. 3. Base of infant skull showing developing portions 
of occiput and mastoid fontanels. Fig. 4. Oblique view of in- 
fant skull, showing fontanel at each corner of parietal bone. 

1. Anterior fontanel 3. Sphenoidal fontanel 
2. Posterior fontanel 4. Mastoid fontanel 
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HORIZONTAL 
1. Falx cerebri inferior 
2. Falx cerebelli—tripod—19' —£70™ torcular mass 
3: Tentorium 
4. Sphenoidal 
5. Falx cerebri superior 


VERTICAL 
6. Tentorium 
7. Falx cerebri posterior 
8. Falx cerebri anterior—crista galli tripod—18 


and (3) thumbs maintaining zygomatic angles an- 
teriorly. The management of all forces of stress are 
then under control. For desired results these forces 
must be understood, for the misapplication of forces or 
management of stresses may add further insult to the 
original injury. Instead of a series of don’ts, there is 
offered but a word of caution: Before treating a new- 
born it is necessary to understand the immature struc- 
ture to be handled, the details of the mechanism, and 
the needed alterations. According to one of Andrew 
Taylor Still’s’ admonitions, the physician should be 
sure—not guess. 

There is a definite orderly sequence of cranial 
diagnosis as first taught by Sutherland,® which for clear 
understanding cannot be improved. The sequence 
starts with the sphenobasilar and proceeds to the base 
of the skull, the back and sides (all formed in carti- 
lage), then the vault and face. In making this diagnosis 
any palpation upon the vault should certainly be as 
light as possible, since there are very fragile vessels 
upon the dorsum of the brain or just beneath the 
dermal bones. 

The following lists the procedures of cranial diag- 
nosis in the above sequence: (1) The head should be 
anterior and to the left on the atlas. (2) Flexion of 
the sphenobasilar and sidebending rotation to the left 
should be performed. (3) Posterior divergence of 
condylar parts should be noted. (4) Anteroposterior 
crowding of the base, particularly on the right, should 
be looked for. (5) Flexion of the occipital hinge must 
be performed. (6) It should be noted if the occipital 
squama is flattened and rotated to the left. (7) Bi- 
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FIG. 5—STRESS FIBERS OF THE DURA MATER 


TRANSVERSE—9 
CIRCULAR 


12. Vault 2 middle 
13, posterior 
14. Posterior fossa or cerebellar—from torcular mass 


SPINAL 
15. Posterior—tripod 
16. Anterior —tripod 


11 anterior 
{ from metopic area—20 


lateral fibers intersect 
around vertebral artery 


lateral posterior and superior mastoid buckling should 
be looked for. (8) Any overriding of the coronal and 
lambdoid sutures must be noted as well as whether or 
not the parietals are over both occipital and frontal 
bones. (9) Depression of the nasion should be looked 
for. 

When treating the skull of any newborn, the con- 
dylar parts should first be balanced in relation to each 
other, to the atlas, and to the basilar and petrous por- 
tions. Anterior fixation of the zygomatic angles is often 
necessary. Fixation of the pelvis is always helpful and 
is at times necessary for adequate treatment. The 
petrous portions are directed posterolaterally, keeping 
the foramen lacerum on either side free. Changes are 
made by the “roll of the finger” in the direction of 
forces, according to the need and without changing the 
application of force as previously described. A good 
simile of this is a boy scout managing the guy ropes 
when pitching his tent. 

The principles underlying the treatment of the 
three basic skull patterns will next be considered. 

Short Anteroposterior Diameter with Flexion of 
the Hinge.—Should the head be fairly symmetric but 
shortened in the anteroposterior diameter with flexion 
of the occipital hinge and flatness of the occipital 
squama, the supporting treatment or that requested of 
the assistant should include caudad movement of the 
sacrum while the thighs are extended. The base of the 
skull is managed as previously described. Tension is 
thus increased in the median plane, carrying forces 
over the middle group of stress fibers in the falx cere- 
belli and continuing through the inferior horizontal 
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fibers of the falx cerebri. This, with the help of the 
fascia and superficial muscles of the back and the sub- 
occipital muscles, tends to curve or bow the occipital 
squama posteriorly in the medial or sagittal plane. The 
position and/or relationship of the petrous portions is 
changed to alter the plane of the tentorium, increasing 
the curve of its posterior attachment and its antero- 
posterior diameter and decreasing its transverse. 

Long Anteroposterior Diameter with Extension of 
the Hinge.— 

The same basic application of force is applied to 
the base of the infant’s skull. The pelvis is fixed by 
the assistant, with a V-spread between the sacrum and 
the fifth lumbar, and it must be remembered that the 
strongest reduplications of the spinal dura entering into 
the formation of the sheath of the spinal nerves are 
above and below the fifth lumbar vertebra. By thus 
reducing the tension over the lateral groups of the an- 
terior and posterior spinal stress fibers, the necessary 
management of the petrous portions will be enhanced. 
When the condylar parts are balanced with each other 
and with the basilar portion, a marked V-spread is ap- 
plied to the condylar parts to reduce their approxima- 
tion which is found in varying degrees in this type of 
skull. It is necessary to widen the foramen magnum at 
this stage in order to avoid development of a deep de- 
pression in place of the more usual wide shallow groove 
on the basilar part of the occipital bone. This depres- 
sion may be further increased by development of 
marked jugular eminences, owing to crowding of the 
condylar basilar area, and also by the medial decline in 
each condylar part. The degree of medial decline is di- 
rectly proportional to the transverse crowding of the 
base of the skull responsible for the approximation of 
the condylar parts and the bilateral crowding of con- 
dylar and mastoid portions. The resulting funnel-shaped 
groove would crowd the anterior part of the medulla, 
including the pyramids and the pons. 

The petrous portions are carried posterolaterally, 
then anteriorly about their apices, and externally ro- 
tated. These movements are increased as the mem- 
branes permit, reducing the anteroposterior diameter 
of the tentorium, increasing its width, and decreasing 
the anterior inclination of the tentorium, thus lessening 
the consequent strain placed upon the junction of the 
vein of Galen with the straight sinus. The vein of 
Galen in turn receives the internal cerebral veins, and 
if this undue tension were allowed to persist, general 
interference with the venous drainage from the brain 
would in all likelihood result, with further consequent 
interference with arterial supply. This pattern often 
precedes the lack of mental development. 

In the first type of skull, there is likely to be 
greater overriding of the transverse vault sutures. This 
may be overcome by increasing the anteroposterior 
tension on the transverse diameter of the skull and 
circumducting the zygomatic angles anteriorly, thus 
causing greater tension of the vault. This tension is 
maintained until, with the cooperation of the infant’s 
crying, movement of these sutures occurs. Correction 
thereof will continue during respiration, crying, or 
sucking of the infant. Depending upon the severity of 
the condition, treatment should be repeated within the 
next day or two, or a week later, until the pattern is 
entirely normal. 

In the second type of skull, there is far more 


likelihood of a crowding of the sagittal suture and/or 
possibly a marked overriding on one side of the coronal 
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or lambdoid, or perhaps on one side of each of these 
sutures. This calls for alteration of stress on the in- 
volved side. Usually the petrous portion on this side is 
further compressed anteromedially and must receive 
greater consideration in its posterolateral correction and 
external rotation. It must be remembered that in bal- 
ancing these stresses it is the balance of the stress 
within the craniosacral mechanism that is needed, not 
an equal balance of the operator’s fingers. 

Oblique Skull.— 

The oblique skull, one with one side of the fore- 
head and also the opposite side of the back of the head 
flattened, presents the greatest amount of confusion. 
The operator who is able to manage the moderately 
symmetric skulls as described above must modify the 
principles in accordance with the findings in the oblique 
skull. More cooperation is needed from the person 
maintaining forces through the pelvis, and far more 
skill is required in balancing the oblique stresses 
of the skull, such as the force carrying the medial 
condylar part posterolaterally as opposed to the force 
carrying the opposite zygomatic angle from its posterior 
position forward or anteriorly. When this particular 
pattern occurs, the rotation of the condylar parts is 
very often of a slightly varying degree from the rota- 
tion of the occipital squama. The posterior margins of 
the condylar parts of the occiput are convex and ulti- 
mately fuse with corresponding concavities on the oc- 
cipital squama. 

In the nascent stage, the convexity and its adjacent 
concavity of these respective portions of the devoloping 
occiput are very slightly curved with cartilage between 
and on either side or, to express this a little less spe- 
cifically, these portions of ‘the occipital bone are de- 
veloping in cartilage. To this area the dural membranes 
are very firmly attached, and if either one or both of 
the condylar parts are rotated to a greater degree than 
is the squama, the cerebellar stress fibers and, very par- 
ticularly, the lateral groups of the cerebellar tripod will 
have the relationship of their extremities altered with 
corresponding alteration in their lines of force. If 
these are not corrected, the elasticity of this portion of 
the membrane will be impaired and the stress fibers 
therein will thicken. Such a skull pattern seen in dis- 
section presents extremely thickened fibrous bands, far 
10re so on the more crowded side of the posterior 
cranial fossa, the side from which the occipital squama 
would have been rotated and the side upon which there 
is a greater disturbance in relationship of squama and 
condylar portion. 

I shall now consider the relationship of the oc- 
cipital squama to the condylar part on the flattened side 
of the occiput. In all probability the condylar part will 
have been carried more medially (relatively more pos- 
teriorly than anteriorly) ; therefore the first considera- 
tion will be lateral rotation of this condylar part about 
a vertical axis, so that the posterior convexity of this 
condylar part may more nearly match the concavity on 
the occipital squama with which it should be directly 
adjacent. These two portions, the most medial condylar 
part and the squama, must then be carried posterolat 
erally. Usually there is need for the condylar part, to- 
gether with the petrous portion on the opposite side. 
that is, on the side of the sphenobasilar convexity, to 
be carried cephalad. It is very important to remember 
that the lateral condylar part must never be directed 
into or toward the foramen magnum, but rather b« 
drawn sufficiently into correct position via the mem- 
branes by the condylar part that is being carried pos- 
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terolaterally. In this way the condylar parts are brought 
more nearly into a symmetric position about the median 
lane. 
' This type of head, which in most cases is due to a 
great degree of cervical rotation with varying degrees 
of lateral flexion during intrauterine environment or 
during too lengthy labor rather than to strains of de- 
livery, needs manipulative treatment within the early 
weeks. Too often in the newborn this pattern is not 
very obvious, or it should be said that it is evident only 
to those who understand it and are looking for it. But 
in every case where a baby shows position preference, 
this underlying pattern of an oblique skull with a cor- 
respondingly oblique pelvis can be found. By the time 
this infant, with no other apparent symptoms, is 6 
months old the skull will be definitely oblique, or, as 
described by Little, one side of the back of the head 
and the opposite side of the front will be flattened. 
Very often this pattern is the cause of motor difficul- 
ties. It is surprising that it is ever otherwise when the 
very asymmetric cerebellum which develops in such a 
head is pictured as well as the very asymmetric tentorial 
notch with the consequent altered stresses throughout 
the brain. Frequently even in the absence of motor 
difficulties, the child with such a head is prone to middle 
ear infections with the slightest cold, to eyes with very 
different ability and appearance, and, still later, to head- 
aches. 


Fig. 6a 
Fig. 6. Base of cranium of 2-year-old child showing sepa- 


ration between condylar parts and squama of occiput. Fig. 6a. 
Diagrammatic presentation showing deviation from normal. 
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MANAGEMENT OF RELATED CONDITIONS 


After any cranial manipulative treatment of a new- 
born the upper dorsal area should be treated to insure 
the effect of the autonomic nervous system upon the 
circulation of the brain. When either digestive symp- 
toms or spasticity exists, it will be of great advantage 
to the baby for Chapman’s reflexes to be given con- 
sideration. In the case of the severely spastic newborn, 
management of the lymphatics is of great value, and 
the method of promoting circulation to the extremities 
as taught by Millard’ is particularly adaptable. 

Another admonition of Sutherland’s® was that, in 
managing the primary centers, the need for attention 
to the secondary centers should not be overlooked. This 
indeed seems to be the admonition of every authority 
on manipulation or upon manipulative procedures. All 
such procedures are within the field of osteopathy. 

In the presence of severe mastoid buckling there 
are far more likely to be digestive symptoms, including 
vomiting which is often projectile in nature. The most 
obvious reasoning in the correction of this buckling is 
to free the mastoid fontanel which must be nearly, if 
not completely, closed for this buckling to occur. Often 
one treatment is sufficient to result in cessation of the 
vomiting. 

After treatment the baby is placed on the side of 
the convexity of the sphenobasilar so that its breathing 
and/or crying may continue to reduce the tension on 
the concave side. If the severity of the condition war- 
rants, the baby may be placed two or three times more 
frequently on one side than on the other. However, 
when such procedures are advised the baby must be 
checked daily for structural change. 

Care ot the very young infant is easier because the 
mother expects to do everything for the baby and is 
more than anxious to do anything that may help it. In 
the early weeks the mother is shown a few necessary 
exercises such as, at each diaper change, holding the 
infant’s thighs in a frog position or in external rotation, 
and rotating them internally. It may also be necessary 
for the mother to massage the thighs and_ buttocks. 
Should the hands show involvement, such as slight rota- 
tion or posterior turning or fingers not as smoothly 
curved as a small infant’s fingers should be, they should 
also be exercised. The mother or anyone caressing the 
child’s hands should place her thumb inside the child’s 
hand so that the first metacarpal phalangeal articulation 
of the baby’s hand may be held between the thumb and 
index finger while the fingers of the infant are curled 
over the other person’s thumb. While playing with the 
hands in this manner the palms should be kept toward 
the infant’s chest, face, or head; in other words, at all 
times the radius and ulna of the arm being exercised 
should be parallel, and the dorsum as well as the lateral 
part of the wrist should be straight. When a little older 
baby is under treatment, leg and foot exercises are 
shown the mother. She is asked to exercise the baby’s 
legs for periods of 5 to 10 minutes at least three times 
a day. It is very much better for exercises to be done 
correctly for a short time and more frequently than 
once a day for a fatiguing length of time and possibly 
not too carefully. 

OCCUPATIONAL THERAPY 


In the case of still older children treatment re- 
quirements increase. Occupational therapy must be 
added. This phase of treatment has a specific place in 
the broad program of rehabilitation. 

Occupational therapy is any activity, mental or 
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physical, professionally prescribed and guided to aid a 
patient in recovering from disability. An activity en- 
tered into without a purpose is not occupational ther- 
apy, while treatment by means of participation in occu- 
pations or activities devised to help specific problems 
does fall into this category. This therapeutic activity 
must be kept within the range for which it was devised, 
and the undertaking must be directed by one under- 
standing the problems involved and able to direct in 
detail the manner of performance and plan the neces- 
sary changes as the condition of the patient improves. 
The numerous procedures that may be used therapeu- 
tically make the field of occupational therapy boundless, 
except as it is limited by the need to direct the under- 
taking specifically toward the solution of the problem 
of the individual case. 

The problems to be benefited by occupational 
therapy in cerebral palsy may be of a physiologic or a 
psychologic nature. The complex elements of a human 
being vary with the individual’s relation to his environ- 
ment, and when one or more of these factors are ab- 
normal or lacking, normal functioning of the individual 
as a member of society is disturbed. Each patient must 
be considered as an individual, and the deficient physio- 
logic and/or psychologic factors must be determined 
and overcome insofar as possible to enable the indi- 
vidual to enjoy normal living. Occupational therapy, 
to be most effective, must offer a program of activity 
to help the patient overcome the deficient factors. 

Osteopathic manipulative treatment helps to over- 
come the cause of the symptoms and difficulties of cere- 
bral palsy, whereas occupational therapy aids in re- 
habilitation of the patient by helping him to overcome 
faulty muscle patterns and also to develop, during the 
growth periods, the correct and desired muscular and 
behavior patterns. Occupational therapy may be started 
by the mother in the very small things she is first in- 
structed to do. This is later carried on by the occupa- 
tional therapist, and then continued during home activi- 
ties by the mother. 

Occupational therapy may be divided into the two 
aforementioned groups, those directed toward overcom- 
ing physiologic disturbances and those directed toward 
overcoming psychologic disturbances. 

Physiologic Problems.— 

Considered first will be overcoming physiologic 
disturbances, as by the repeated use of muscles through 
purposeful activities for specific muscle weakness. 
Threading laces in large shoes, stringing beads, work- 
ing jigsaw puzzles, and so on improve muscular coordi- 
nation. A jigsaw puzzle with many pieces should be 
avoided for a small child; seven or even five parts will 
usually be sufficient. The small child placed before a 
jigsaw puzzle of fifty parts might be so confused that 
he would not attempt any arrangement of it. 

Simple directions given when needed are often all 
that is necessary to show parents how much they may 
successfully do to improve the condition of their child. 
If the child is not able to perform a given task in the 
prescribed way, changes in the method must be pre- 
sented so that he can accomplish what is required. For 
instance, certain games which require standing must be 
adapted to those children unable to stand so that they 
can play the game while sitting. But again, in these 
sitting positions during play periods, great care must 
be taken that the spastic child with tight adductors is 
not allowed to squat with hips flexed, thighs together, 
and legs turned out with the medial part of the feet 
and ankles flattened to the floor. If allowed to assume 
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such a position, the child will very quickly present the 
cross-leg and scissors gait. These children should sit in 
tailor fashion, possibly upon cushions. To begin with, 
this position is often difficult, in which case the legs 
may be off the edge of the cushion; in other words, 
the ischial tuberosities should be a little higher than the 
feet. These children gradually become well able to 
assume this position. 

Older children will strive to do things in the man- 
ner asked of them. When there is a limitation or dis- 
turbance of joint movement of hands and fingers, exer- 
cises with balls and with bouncing putty are greaily 
beneficial. With the small child in whom speech is also 
being developed, it is found that occupational therapy 
and speech therapy overlap very considerably. For in- 
stance, the greater the number of pictures of objects 
starting with a certain letter he pastes in a scrapbook 
as he pronounces the word, the more rapidly will that 
child master enunciation and the more rhythmic will 
become the actions used in the process of pasting. 
Each activity devised should fulfill as many require- 
ments as possible. 

Psychologic Problems.— 

In the management of psychologic disturbances the 
education of the parents from the very beginning is es- 
sential because the situation must be well understood 
in order to give the cooperation needed while the child 
is very small. When the child is older and other people 
notice the difficulties, the parents must be able to make 
adequate answers to the seemingly unkind questions 
and curiosity of neighbors or mere passersby. If these 
factors are not understood there is a grave chance that 
the child will not adjust satisfactorily to environment 
and circumstances. 

A constructive program of play and work must be 
planned. It is far better to place together like patterns 
of disability, that is, children with the same type and 
as nearly as possible the same degree of affliction and 
with not too great a variance of temperament. When 
these are well managed together, the groups may be 
arranged to include a greater variety in types and de- 
grees, but they should not be increased to the point of 
hindering the group. The pleasure derived by the chil- 
dren from companionship is to the parents the greatest 
restorer of emotional balance and, hence, the emotional 
relationship between family and child. By pointing 
out the possible achievements, attention is focused upon 
more important aspects of living. Fun must be substi- 
tuted for fear and anxiety, because these latter emo- 
tions are certainly factors that hinder progress. The 
best teacher will not do away with competition, but 
will be cognizant of the necessity of fostering the in- 
terest of the one not in the fore. The tasks given io 
children must never be beyond their age level or 
muscular abilities, but must be sufficiently challenging 
to keep up interest and courage. 

The emotional tensions that can arise from dis- 
comfort and pain quickly disappear after initiation of 
osteopathic manipulative treatment. The anxious, wor- 
ried expression all too familiar in cerebral palsy should 
be a shadow of the past within 6 weeks after the begin- 
ning of treatment. Embarrassment because of awk- 
wardness will quickly diminish. In planning the 
varieties of occupational therapy, it is important to 
determine the activity tolerance of the patient. These 
children apparently tire more easily because they mus‘ 
of necessity put a great deal more effort into the 
accomplishment of what would be the slightest task to 
the nonafflicted. As function is increased, there is a 
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greater interest in living. Alertness increases, as do 
concentration and mental discipline. During training, 
concentration should receive early attention. 

One child who had been tested for school admit- 
tance but was not physically ready to be on his own 
had received home training for a year and read ex- 
tremely well. He was again tested. The report received 
from the testing psychologist stated that although he 
read rapidly and correctly he knew nothing of what he 
had read, whether of cows or of trains. The parents 
were given a few reading games to be played at least 
once a day. Included in these exercises was the reading 
of one line by the child, closing the book and having 
him relate what he had read, continuing until he could 
do this with an entire story. The child was admitted 
to public school the next September and has continued 
to do well, now being in the fifth grade at the age of 
eleven. 

GROUP TREATMENT OF PRESCHOOL CHILDREN 


The treatment needs of the preschool child include 
the full scope of manipulative and occupational proce- 
dures. For optimum results the physician must be fully 
aware of the scope of the latter. In my own office 
routine, appointments are made with care as to group- 
ing according to age and type and degree of affliction. 
Knowing the effect of fatigue upon the sensitivity of 
the physician’s fingers, the day is started with the very 
small patients, the age and size of the patients increas- 
ing as the day progresses. The doors between treating 
rooms remain open to allow children space and free- 
dom. Two or three treating tables are arranged in each 
room with sufficient room and_ necessary small 
furniture for the children to play without restraint and 
where they may be well observed. Shoes, socks, and 
overalls are removed by the mother or by the child 
himself before books or toys are enjoyed with the 
others present. The progress of joint movement cannot 
be watched if joints are covered by clothing. It is 
during this play period while the child is unaware of 
scrutiny that physical progress and the beginning of 
many psychologic patterns may be observed. 

Should this procedure be followed it is advanta- 
geous to both groups to refrain from mixing the 
mentally retarded with the mentally keen. It is well to 
think of this as placing those together who are able to 
contribute to a group, although they may not neces- 
sarily do so. The contribution soon comes. As the 
more severely afflicted show signs of reaching a higher 
level either physically or mentally, they must be relo- 
cated and placed with a group able to encourage this 
phase of development—not with the advanced ones, 
but with those just a few steps ahead. There is on 
this account a frequent need for appointment changes. 

This procedure has a gratifying effect on parents 
who often are depressed and dejected. The first visit is 
the only visit in which they will be in a private con- 
sultation with the usual patient-doctor relationship. 
Their story, so similar to that of hundreds of others, 
is listened to, and they are given full attention. There 
is little need to take part in this conversation beyond 
asking the necessary questions to direct its course. 

The child is then examined. If he is able to walk, 
the walking, in fact the pattern of any achievement, is 
observed and commented upon. This precedes the 
structural examination because in all probability there 
will be noticeable changes after the initial treatment. 
This, in the majority of cases, is sufficient to provide 
the necessary encouragement to the parents to co- 
operate in every way possible. 
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The case management is discussed, the osteopathic 
principles involved are described, and the objectives 
stated. The home exercises are demonstrated and their 
purposes explained. The next appointment is made in 
the child’s grouping, and at that visit the parents mingle 
with the parents of other children much like their own. 
As changes take place in the child it is a satisfaction 
to observe a very definite change, usually in 5 to 6 
weeks, in the anxious attitude of the parents as well. 

Improvement in the child may be hard to see or 
difficult to evaluate by parents spending 24 hours a 
day with him; therefore, the most helpful encourage- 
ment often comes from relatives who visit at infre- 
quent intervals and comment with enthusiasm on the 
improvement noticed. Moreover, the changes seen in 
these children during their office visits are discussed 
among the parents, so that much of the encouragement 
is carried on between the parents themselves who 
exchange ideas in the handling of problems and are 
often surprised to find that other families have exactly 
the same problems that they had felt were theirs alone. 


Osteopathic Manipulative Technic.— 

The detail of the routine manipulative treatment 
in cerebral palsy will be outlined with the necessary 
modifications and deviations and reasons therefor. 

The treatment is started with consideration of the 
craniosacral mechanism. The child, supine upon the 
table, is arranged in as nearly normal a position as 
possible. This in a severely spastic case may require 
the help of six or seven assistants, including the child’s 
parents and possibly the parents of another child, each 
one holding a particular “station.” An assistant holds 
the pelvis in the manner requested. This is determined 
by the cranial findings and modified by the spinal pat- 
tern. If the patient is small, both his feet may be 
dorsiflexed by one assistant and kept parallel with 
plantar surfaces on exactly the same plane, a foot being 
correctly positioned in each hand. Another assistant 
supports the knees. Each hand of the patient is held 
firmly about a small sponge-rubber ball, care being 
taken that no strain is placed on shoulder joints and 
that ulnar and radius are parallel to each other and in 
unstrained relationship to the adjacent bones at elbow 
and wrist. This sometimes requires one assistant to 
each hand and elbow. The palms of another assistant 
are placed over the pectoral muscles. 


The cranial treatment proceeds until such vaso- 
motor reactions as warmth, relaxation, and perspiration 
have been achieved in desired degree. The rhythmic 
and deeper breathing, one of the first reactions to be 
noticed, is of particular value especially in those with 
speech difficulty. In a lecture in the medical session 
at the United Cerebral Palsy Convention 2 years ago 
the improvement in speech resulttng from use of a 
respirator to force rhythmic breathing was shown with 
pictures. They showed how no one can speak with half 
a breath. When the patient was taken out of the 
respirator, the breathing again eventually lost its depth 
and rhythm, but there was less loss with each succes- 
sive experience. Among the primary centers affected 
by cranial therapy is the respiratory center. Another 
manipulative procedure in these cases which should 
not be overlooked is manipulation of the tongue, which 
is held between the thumb and index finger with a 
piece of gauze. Passive exercise of the tongue will 
enable the child to perform more easily the exercises 
requested by the speech therapist. 

These procedures illustrate the need for working 
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teams for the best advantage of the cerebral palsied 
patients. 

For optimum results from cranial treatment in 
cerebral palsy it is necessary that all structures and 
planes of body stress be maintained, as outlined above, 
in the correct relationship needed for rhythmic locomo- 
tion. The numerous assistants often required are 
parents of other children. Such cooperative procedures 
are in themselves of great psychologic value. 

The anterior receptors of the first three groups of 
Chapman’s reflexes next receive attention in order to 
relax further the spinal as well as all other articulations 
and also to assure the interchange of all fluids, a state 
induced by cranial manipulation, to be of equal in- 
tensity in all locations. It is known that the lymphatics 
receive large quantities of cerebrospinal fluid leaving 
the craniovertebral cavity.” 

Among the tests carried out in the research pro- 
gram the following demonstrates this fact: With the 
patient supine, the skin temperature of both thighs as 
registered by a Dermalor is noted. Chapman’s reflexes 
on one thigh are treated, and the groin glands of that 
side are manipulated. Cranial treatment then follows, 
testing for motion about the sphenobasilar area, basilar 
glide, or alternating temporals, depending upon the 
cranial pattern. At the point of relaxation and change 
in respiratory rhythm, the skin temperature of both 
thighs is again tested. If correctly followed through, 
there will be a difference of 1 to 2 F. in temperature, 
the thigh having received attention prior to cranial 
manipulation being the warmer. 

The relaxation achieved by the cranial technic is 
maintained for a much longer period by additional 
consideration of the reflexes. Positive Chapman’s re- 
flexes disappear after cranial treatment; therefore, 
their exact location must be known in order for ade- 
quate consideration of these receptor organs to follow 
cranial manipulation. If attention to Chapman’s re- 
flexes is omitted in this treatment, the reflexes pre- 
viously positive will return to the positive state within 
an hour or less, but if attention is given to the reflexes, 
they may not recur for several days if at all. 


In routine sequence the spine and spinal muscula- 
ture receive attention. The child is placed prone over 
a small pillow on a straight table with a specially 
constructed opening for the face or on a division pro- 
duced in a McManis table, in order that the entire 
spine may remain straight. Whenever possible, one 
parent, instructed in correct positioning, supports the 
extended arms so that all muscular and fascial stress 
is relieved insofar as possible. The pelvis and/or the 
knees must also be supported. The spinal segments are 
then moved according to their physiologic needs. Be- 
sides reducing asymmetric spinal tension and restoring 
correct vertebral alignment, this phase of the treatment 
stimulates the sympathetics via the collateral chain 
ganglia 

In this position alignment of the lumbosacral junc- 
tion is considered as well as that of each sacroiliac. 
With pelvis and knees supported, the legs and feet 
receive the necessary treatment including fascial re- 
lease and muscle stretching. 

When adequate help is present—another doctor 
or at least one trained assistant—the older child with 
marked spasticity may be placed in the lateral recum- 
bent position instead of prone, thus making possible 
directing the attention to the balance of stress and 
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activity in the tendons of origin and insertion of var- 
ious muscle groups of thighs and legs. 

With the physician standing in front of the pa- 
tient, the cephalad hand is placed over the crest of the 
ilium with the thumb on the anterior superior iliac 
spine and the middle finger on or toward the posterior 
superior iliac spine. The caudad hand holds the ischial 
tuberosity after all stations have been held. An assist- 
ant standing at the back of the patient places the caudad 
hand on the sacrum, circumducting it caudad and an- 
teriorly. The assistant’s cephalad hand (thenar and 
hypothenar eminence) is placed with a cephalad direc- 
tional force against the middorsal area. This flattens 
the lumbar curve and prevents or decreases any lateral 
spinal curve in this area. 

The head and shoulders of the patient are sup- 
ported in proper plane and alignment, usually by the 
parent. The lower leg is flexed and a hand placed above 
the ankle maintains this position. 

The uppermost leg is straightened, one assistant 
holding and straightening the knee with the thenar 
eminence of one hand over tendons of the medial ham- 
strings and the palm of the other hand over the patella. 
Another pair of hands dorsiflexes the foot, avoiding 
lateral crowding of the toes. 

The caudad hand is now placed with fingers around 
the ischial tuberosity to which is attached the semi- 
membranosus and semitendinosus and the long head of 
the biceps continuing into the sacrotuberous ligament. 

The innominate bone is then slowly and rhyth- 
mically pivoted by its three corners, the anterior and 
posterior superior iliac spines and the ischial tuberosity. 
The sacrum is depressed, affecting either the short or 
long arm of the ipsilateral sacroiliac as required. As 
relaxation occurs, the leg being kept straight is flexed 
upon the pelvis to a greater degree, to a right angle if 
possible. 

While these tensions are maintained, stretching 
from each tendon takes place, preferably with another 
hand; otherwise the hand over the iliac crest is used 
while greater force is applied to the ischial tuberosity 
to maintain the tension produced before the cephalad 
hand was removed from the innominate. 

Many extremely spastic cases, which must of ne- 
cessity receive greatly modified technics and therefore 
make very slow progress, respond most encouragingly 
to treatment with steam packs and electronic stimula- 
tion as demonstrated by Dr. C. H. Morgan of Kansas 
City. The Hydrocollator steam packs make possible 
the use of manipulative procedures described here with- 


Fig. 7. Management of posterior group of adductors. 
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out modification and with gratifying results. In the 
extremely spastic case the child should be positioned 
with as great care as previously described for cranial 
treatment. With the child in the prone position, his 
feet are held dorsiflexed and in parallel planes with the 
ankles over a small roll; the shoulders are held in the 
desired position during the application of steam packs. 
The muscles become very relaxed and the contracted 
body very limp. In this state the effect of the stimu- 
lators is coordination of activity in the muscle group- 
ings. The most noticeable aid from the stimulators, 
however, has been in extremely flaccid conditions. A 
much shorter period under steam packs is necessary, 
and during this time these children need to be posi- 
tioned but do not necessarily have to be held to maintain 
their position. The response to cranial and other ma- 
nipulative procedures thereafter in these extreme cases 
is much more rapid and definitely of more lasting 
effect. 
TREATMENT OF OLDER PATIENTS 

The osteopathic manipulative treatment of the 
adolescent or adult patient with similar symptoms 
should follow the same general pattern, but the ex- 
penditure of considerably more energy is required in its 
application. To produce results that are really worth- 
while it is necessary for at least two, and preferably 
more, doctors to participate in the treatment. The 
treatment is not much longer than is that for the child ; 
however, the professional effort in physical strength is 
multiplied in order to overcome the undesired spastic 
contractions or to restore the normal stretch reflex in 
many muscles and, consequently, a greater degree of 
functional ability. 


Both active and passive home exercises are pre- 
scribed for these older patients but, true to human 
form, cooperation at this age lacks persistence. The 
patient enjoying the slightest improvement enabling him 
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to accomplish more procrastinates insofar as exercises 
are concerned. 


The adult, having for so long been quite insepa- 
rable from his own disability, has very definite opinions 
which are a result of his own experiences and disap- 
pointments and are unknown to others and not under- 
stood by himself. Occupational therapy in these cases 
has untold possibilities and properly prescribed and 
carried out in group activities will lead the way not 
only to the establishment of profitable and helpful hob- 
bies but also to the development of a disposition more 
acceptable to those with little understanding of a 
handicap and no understanding of its hardships. 

In those cases with severe physical affliction and 
particularly in those with little or no mental interfer- 
ence it would seem most expedient to search for 
muscle response that might be salvageable and work 
with that possibility in view. No one is better able 
to do this than the well trained osteopathic physician. 

The statement that no one works so hard for so 
little gain as a cripple was made many years ago by 
someone who, though still crippled to a great extent, 
had well overcome his disability. Those physicians 
who will accept the challenge to help the physically 
handicapped patients in their efforts to reduce their 
degree of disability will observe this fact many times, 
usually in direct proportion to the severity of affliction. 
It is possible to eradicate all traces of symptoms of 
cerebral palsy only when the patient is received for 
treatment at a sufficiently early age. However, no mat- 
ter what the age, wherever patient cooperation is pos- 
sible, so is improvement, providing adequate aid is 
forthcoming from the physician. 

An osteopathic physician should never allow to 
fade from his realm of reason the following saying 
of Andrew Taylor Still:’* “To find health should be 
the object of the doctor. Anyone can find disease.” 
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Acute upper respiratory tract infections commonly con- 
sidered to be minor diseases account for approximately 50 per 
cent of all cases of total and disabling illness. In spite of the 
recent advances in our knowledge of these diseases they con- 
tinue to be the principal cause of absenteeism from work, 
school, military training, and play. 


* * * 


_ The acute respiratory tract infections are most prevalent 
in all age groups during the fall, winter, or spring months. In 
the Cleveland family study the incidence was 6.5 per person 
year with the highest rate among children under six years. 
Among the adults the annual per person rate was 4.1 for the 
fathers and 5.4 among the mothers. The high incidence of 


ACUTE RESPIRATORY INFECTIONS 


minor respiratory illness in children under five years was also 
noted by Collins in the sickness experience study in other select- 
ed areas of the United States. He also observed, however, that 
sinusitis and laryngitis were most prevalent in the forty-year 
age group. The high frequency of these infections during 
the respiratory disease season suggests that they may be caused 
by several immunologically distinct viruses or by a single agent 
which stimulates immunity of only short duration. The family 
study further suggests many of these infections among adults 
are acquired from their children and that the children in turn 
acquire their infections from intimate contact with others in 
school, at play, etc. It is reassuring to note that as one grows 
older, natural resistance to respiratory tract infections increases. 
—Clayton G. Loosli, M.D., New York State Journal of Medi- 
cine, November 1, 1955. 
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The Current Treatment of Peptic Ulcer 


SOLOMON GERBER, D.O. 
Brooklyn 


INTRODUCTION 

This discussion is concerned with current methods 
of management of gastric and duodenal ulcer. Although 
no single etiologic factor satisfactorily explains the de- 
velopment of every case of peptic ulcer, the methods 
of treatment to be used must be properly evaluated in 
the light of the current concepts of the causes of this 
disease. 

The Acid Factor and Tissue Resistance.— 

It is currently believed that peptic ulceration re- 
sults from an interplay between two opposing forces: 
the resistance of the gastroduodenal mucosa to ulcera- 
tion and the digestive action of hydrochloric acid. The 
nature of the tissue resistance is largely a matter of 
speculation. Once the resistance of the cells has been 
impaired it is reasonable to assume that they become 
susceptible to the corrosive effect of hydrochloric acid, 
with the result that ulcer occurs and will persist until 
tissue resistance is restored and acid secretion con- 
trolled. 

There can be no doubt that both medical and sur- 
gical therapy continues to attempt to produce achlorhy- 
dria, but the question of what creates a susceptible en- 
vironment for the development of the ulcer has not 
been fully explained. 

The recent work of Selye’ has shown that the gas- 
trointestinal tract is extremely sensitive to any kind of 
stress and strain. The whole concept of the adaptation 
syndrome emphasizes the constant association during 
stress of the formation of gastroduodenal hyperemia, 
stasis, breakdown of tissue cells, and, finally, exposure 
to the highly corrosive gastric juices. With the alarm 
reaction there are acute gastroduodenal hyperemia and 
erosions, sometimes with hemorrhage into the stomach, 
as a constant and characteristic manifestation of the 
first stage of the general adaptation syndrome. Pre- 
sumably, Selye has stated, the ulcers are largely due to 
the intense autonomic discharge which occurs in the 
splanchnic area during exposure to systemic stress. 

Among the many known stress factors that may 
undermine the tissue resistance of the gastroduodenal 
mucosa is the osteopathic concept of the spinal lesion, 
which reveals the hidden factor that research men so 
often neglect. 

Using experimental animals, Burns and her asso- 
ciates* have shown the effects of producing an artificial 
lesion by holding the fifth, sixth, or seventh thoracic 
vertebra in a position of strain. After 30 seconds the 
surface of the stomach became paler; 1 minute later the 
blood vessels filled, and in 2 minutes a purplish tinge 
became well established over the entire wall of the 
stomach. Within 10 minutes after attempted correc- 
tion of the lesion, circulation appeared normal. 

However, in the opinion of Bockus,’ even though 
devitalized gastroduodenal mucosa may exist, benign 
peptic ulcer cannot develop unless the site of the ulcer 
has been subjected to the action of the acid gastric 
juices. The problem could be readily solved by per- 
manently eliminating hydrochloric acid. Obviously, this 
is not a practicable solution. 

Therefore, the present-day fundamentals of ther- 
apy of gastric or duodenal ulcer can be summed up with 


the theory that the hydrochloric acid should be neu- 
tralized and tissue resistance strengthened by eliminat- 
ing all stress factors that undermine the inherent ca- 
pacity of the human organism to protect itself against 
injurious influences. 

Gastric and Duodenal Ulceration.— 

Before discussing the actual details of therapy, I 
would like to point out certain variations between ulcer 
occurring in the mucosa of the stomach and that oc- 
curring in the duodenum. 

Duodenal ulcer is usually associated with hyper- 
motility, hypersecretion, and hyperacidity. Levin* has 
reported on data accumulated by him and other workers 
on differences between the gastric secretion of normal 
persons and of patients with duodenal ulcer, gastric 
ulcer, and gastric carcinoma. He found that the volume, 
concentration, and output of acid are usually higher in 
patients with duodenal ulcer than in patients in the 
other three groups. ~ 

The clinical course of peptic ulcers is characterized 
by periods of remissions and exacerbations. They have 
a tendency to heal spontaneously or even after casual 
therapy. However, the disease is notoriously chronic 
and sooner or later one of the complications, bleeding, 
obstruction, or penetration, will make its appearance. 
Therefore, the efficacy of therapy should not be judged 
merely by symptomatic relief, as this is no indication 
that there has been anatomic restoration of the ulcerat- 
ed area. 

Finally, radiologic demonstration of an ulcer crater 
in the gastric mucosa always raises the suspicion of 
malignancy, whereas it is well known that cancer of 
the duodenum is rare. Marshall’ reported that in the 
history of the Lahey Clinic there has never been any 
evidence of a single duodenal ulcer becoming malig- 
nant. Information concerning the relative incidence of 
benign and malignant gastric ulcers may be found in a 
report of Smith, Boles, and Jordan® who reported on 
1,000 cases of crater lesions in the stomach at the Lahey 
Clinic. They found 912 benign and 88 malignant ul- 
cers. For the individual with a gastric crater the odds 
are heavily in his favor that it is a benign ulcer, but 
there remains the possibility that it may be one of the 
8.8 per cent of malignant lesions. 


FUNDAMENTALS OF THERAPY 
Bed Rest.—There is no better way of securing 
both physical and emotional rest in active peptic ulcer 
than rest in bed. This is extremely difficult in the ma- 
jority of patients unless one of the complications of 
ulcer is present. The absolute indications for bed rest 
are: 
‘1. Failure to respond to ambulatory therapy 
2. Positive occult blood in the stools, or tarry stools 
3. Vomiting after meals or other evidence of gas- 
tric retention 
4. Change in character of the pain: increase in se- 
verity, onset of night pain, or presence of back pain 
when previously it had been only epigastric. 
Diet Regime.— 
In 1915, Sippy’ reported his program of diet and 
alkali therapy. Its purpose was constant buffering of 
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the gastric juice. He was convinced that a gastric or 
duodenal ulcer would heal approximately as rapidly as 
an ulcer located elsewhere in the body if its granulating 
surfaces were not subjected to the digestive action of 
the gastric juice. Although the tendency in recent years 
has been to liberalize the ulcer diet, Sippy’s basic physio- 
logic principles are still sound today. 

I do not believe that three regular meals a day have 
any place in the dietary management of peptic ulcer. The 
patient either should be placed on an hourly feeding 
schedule or eat six meals a day. For these reasons I 
will limit my discussion to two types of diets. 

The Sippy Type of Diet: Three or 4 ounces of a 
milk and cream mixture are given every hour from 8 
ain. to 8 p.m. The mixture of half milk and cream is 
usually too rich for the average patient. I usually pre- 
scribe 1% pints of milk and % pint of sweet cream. 
Many patients claim they are allergic to milk. Usually 
such claims are unfounded. The addition of chocolate 
syrup or vanilla extract to the milk mixture may over- 
come patient rejection. The majority of patients are 
relieved of pain in a few days and a more liberal diet 
may be substituted. 

Bland Liberal Ulcer Diet: For the mild and mod- 
erately severe ulcer cases, this type of diet has been 
used for many years in the gastrointestinal clinic of the 
Greenpoint Hospital. 

Ulcer Diet* 
DO NOT EAT ANYTHING NOT ON THIS DIET 
IF THERE IS ANYTHING YOU DO NOT LIKE, DO 


NOT EAT IT 
EAT SIX TIMES DAILY AND DRINK A GLASS OF 


MILK AT 10 a.m., 3 p.m., and 10 p.m. 
DO NOT SMOKE OR DRINK ALCOHOLIC BEV- 


ERAGES 

CHOOSE FROM THE FOLLOWING LIST: 

Milk, buttermilk, malted milk, cocoa 

Any cooked or cold cereal 

White bread, toast, rolls, and butter 

Soft-boiled or poached eggs 

Mashed potatoes and green peas 

Sponge cake and vanilla ice cream 

Stewed prunes or figs 

One multivitamin capsule daily 

AFTER 2 WEEKS ADD: Orange juice, carrots, Jello, 
custard, rice, boiled or broiled chicken 

AFTER 4 WEEKS ADD: Lettuce and tomatoes, cooked 
or raw fruit, boiled or broiled fish 

AFTER 6 WEEKS ADD: All cooked vegetables and 
broiled lamb chops 

AFTER 8 WEEKS ADD: Beef steak, chopped meat 

Choice of Alkali.— 

The choice of an efficient antacid often poses a 
problem. Ideally it should be capable of effectively and 
rapidly lowering the intragastric acidity for prolonged 
periods without causing acid rebound, constipation, or 
systemic alkalosis. Thus far no preparation has been 
advanced which satisfactorily meets all these require- 
ments. 

Currently most clinicians prescribe the poorly ab- 
sorbable or nonabsorbable alkalis and adsorbents. The 
salts of calcium, magnesium, and aluminum are the 
most effective available for the purpose. Kirsner® states 
that, in his experience, the most potent antacid is cal- 
cium carbonate, when administered in doses of 2 to 4 
grams at hourly intervals day and night. I do not be- 
lieve it is necessary to give alkali every hour to the 
majority of patients. Some alkali should be given six 
times a day, preferably about one-half hour after meals 
and before retiring. Constipation, the chief disad- 
vantage of calcium carbonate, may be prevented by 


substitution of enough magnesium oxide or carbonate 
so that a normal bowel movement results each day. 
For convenience | usually have prescribed this com- 
bination as follows: 

Calcium carbonate 

Heavy magnesium oxide 

Oil of peppermint 

Dispense in a glass jar 

Dose: %4 to 1 teaspoonful mixed well in water. 

The amount of the dose and the interval between 
doses depend on the degree of neutralization and the 
laxative effect desired. 

The current popularity of aluminum hydroxide 
preparations is largely due to the fact it is a nonab- 
sorbable antacid that does not disturb the electrolyte 
balance. There are a number of preparations to choose 
from. Gelusil (an aluminum hydroxide gel containing 
magnesium trisilicate) is a nonreactive form which acts 
solely on the hydrochloric acid as a physical agent ad- 
sorbing the acid on the solid colloid. Amphojel and 
Creamalin also contain aluminum hydroxide gel which 
is identical in properties to the nonreactive forms, but 
they differ in their ability to react with the hydrochloric 
acid to form astringent aluminum chloride. Maalox (a 
combination of reactive aluminum hydroxide gel with 
magnesium hydroxide) is reported to be equally effec- 
tive as an antacid and may avoid the constipating effect 
of aluminum hydroxide administration alone.’ 

Aluminum hydroxide has some disadvantages. It 
has an extremely constipating effect and may cause 
fecal impactions.'' Phosphate absorption is interfered 
with because of the diversion of phosphate to the feces 
as aluminum phosphate.'? In patients with poor renal 
function there is a possibility that prolonged use of 
preparations containing magnesium may cause an in- 
crease in the serum magnesium level with resultant 
central nervous system depression. 

A comparison of the antacid efficiency of the liquid 
and tablet forms shows the liquid to be superior.*** 
Nevertheless, on occasion, better patient cooperation is 
obtained if tablets are prescribed. The patient should 
grind and chew the tablets well and drink water or milk 
after taking them. 

Anticholinergic Agents.— 

A rather large number of drugs are now available 
to oppose the action of the parasympathetic system. By 
diminishing the motility and secretion of the stomach 
some degree of gastric rest is obtained to help heal the 
ulcer. These generally fall into two groups. 

1. Belladonra and Atropine: These drugs may be 
used to paralyze the action of the parasympathetic 
nervous system. Unfortunately, the doses often pre- 
scribed are not sufficient to accomplish the desired ef- 
fect. Almy’ believes that when tincture of belladonna 
is used in coses of 5 to 20 drops, it has no detectable 
effect on the human stomach. In larger amounts, suffi- 
cient to prodvce a marked dryness of the mouth, either 
belladonna or atropine is useful. As a general rule, the 
oral or parenteral dose varies in individuals from 0:4 
mg. (1/150 grain) to 0.6 mg. (1/100 grain) of atro- 
pine sulfate three or four times per day, in a sufficient 
amovint to barely produce a dry mouth. 

2. Quaternary Ammonium Derivatives: 

The introduction of a number of new compounds 
now affords the clinician a much wider choice of drugs 
that will exert some inhibitory effects on gastric secre- 
tion and motility. The most completely studied of the 
cholinergic blocking agents is Banthine. Flood’® has 
summed up its effect on the human stomach. In doses 


90 grams 
30 grams 
20 minims 


a 
. 
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of 100 mg. orally it inhibits gastric and intestinal 
peristalsis for about 6 hours. It also produces some 
small reduction in the volume of hydrochloric acid se- 
cretion; however, the optimum effects of Banthine 
upon the stomach are not obtained unless a dosage is 
used which is sufficient to produce some side-effects. 

Kirsner and Palmer™ investigated sixteen gastric 
antisecretory compounds and from their studies con- 
cluded that the effects of these drugs vary greatly in 
man. The more potent compounds tend to induce more 
side-effects although the individual tolerance is variable. 
None of the currently available gastric antisecretory 
drugs produce a gastric anacidity in man without side- 
effects. 

Since the highest acid secretion in duodenal ulcer 
patients occurs between the hours of 8:30 p.m. and 
2:30 a.m.,* it seems to me that it is advisable to admin- 
ister an effective dose in the late afternoon and another 
before retiring. The daily dose should be increased by 
small increments until a dry mouth by morning is pro- 
duced; it should be borne in mind that individual tol- 
erance is extremely variable. 

In order to be specific, I shall mention a few of 
the currently available drugs with suggested dosage. 
Prantal (300 to 400 mg. daily), Pamine (10 to 30 mg. 
daily), Piptal (20 to 40 mg. daily), Pro-Banthine (60 
to 120 mg. daily), Pathilon (100 to 200 mg. daily), 
Antrenyl (10 to 30 mg. daily), Monodral (15 to 30 
mg. daily). 

Although they are sometimes used in the treat- 
ment of patients with bleeding ulcers and also in pa- 
tients with partial gastric retention, their usefulness in 
these situations is questionable.’* These compounds are 
contraindicated in patients with glaucoma, prostatic en- 
largement, or pyloric stenosis. 


SPECIAL THERAPEUTIC PROCEDURES 

Roentgen Therapy.—Ricketts and Palmer’® believe 
that the use of deep x-ray therapy over the acid-bearing 
portion of the stomach has definite value in patients 
with refractory peptic ulcer. The treatments are given 
daily so that the patient receives about 1,650 roentgen 
units in a period of 12 days. The aim is to produce 
achlorhydria ; when it is produced, healing of the ulcer 
takes place. However, the effect of radiation on acidity 
is somewhat unpredictable, and in many patients the 
acid secretions of the stomach return in about 3 months. 

Intragastric Drip Therapy.—Occasionally in pa- 
tients who do not respond to conventional therapy, a 
fistula type of feeding may be found necessary. This 
method was devised and introduced by Winkelstein.”° 
An indwelling Levin tube is introduced into the stom- 
ach, and a continuous drip of milk, with one teaspoon- 
ful of sodium bicarbonate added to each quart, enters 
into the stomach. The milk-alkali mixture should not 
be used in patients with pyloric obstruction or with 
poor renal function. Many patients experience intes- 
tinal disturbances from the milk mixture. In these 
cases, the gels of aluminum hydroxide or phosphate 
may be used instead. 

Treatment of the Gastric Ulcer.— 

The patient in whom there is evidence of a crater 
lesion in the stomach immediately presents a problem 
in differential diagnosis. Is this a benign ulcer or a ma- 
lignant lesion? Should immediate surgery be recom- 
mended, or should medical management be undertaken? 
Those who recommend surgical resection for every case 
of gastric ulcer will subject to operation 90 to 95 per 
cent of patients who need not undergo this formidable 
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procedure. Some further thought on this is found in 
the report of Flood and Hennig** who followed 101 
patients with evidence of benign ulcer in the clinic 
of the Presbyterian Hospital over a period of 5.6 
years. They reported that five patients ultimately de- 
veloped cancer of the stomach (three at the ulcer site 
and two at a distance from the ulcer site). Snapper? 
commented on these figures by stating that these are 
reassuring figures. In 100 cases of gastric ulcer, where 
cancer probably was ruled out on the basis of clinical 
evidence, there were only 5 patients who ultimately 
developed carcinoma. If all these 100 patients had becn 
operated upon, the surgical mortality rate would pro!- 
ably have exceeded 5 per cent. Therefore, it is not 
necessary for physicians to be so surgically minded as 
many have been and are. 

Lahey,?* Lahey and Marshall,** and Kiefer®> have 
indicated their criteria for surgical treatment of tlie 
crater lesion in the stomach. 

1. Every patient should be told of the relative 
hazards of malignancy in gastric ulcers, and he must be 
aware of the risk he is taking if he accepts medical 
therapy. 

2. In the event medical therapy is continued, roent- 
genograms must be taken every month for 3 months, 
then every 2 months for 6 months. 

3. If there is failure of the lesion to heal com- 
pletely within 6 weeks, the patient should be treated 
by gastric resection. 

4. Immediate resection is advisable in any case 
which has x-ray or gastroscopic findings arousing sus- 
picion of carcinoma, or in those cases in which malig- 
nant cells are found in the gastric aspirate. 

5. Immediate surgical intervention is recommend- 
ed for patients in whom the lesion has penetrated 
through the stomach wall. 

6. Surgery is employed in cases of recurrent gas- 
tric ulcer and in complications such as hemorrhage, 
acute perforations, and gastric retention, but this has 
to be decided on the merits of the individual case. 

Brown and Intriere,?® from the Cleveland Clinic, 
although reporting the occurrence of benign gastric 
lesions of the greater curvature of the stomach, believe 
that surgery is indicated for all lesions located along 
the greater curvature. The possibility of gastric cancer 
cannot be excluded or confirmed by roentgenographic 
examination, by gastroscopic examination, or even by 
inspection of the stomach at operation. 


PREVENTION OF RECURRENCES 

I do not know of any diet or drug that will give 
patients full protection against the recurrence of active 
ulcer disease. Flood and Hennig*! report that the aver- 
age recurrence rate in both gastric and duodenal ulcer 
is about one every 2 years. They followed a group of 
clinic patients who had been on a careful diet continu- 
ously for 1 year or more. When the symptomatic 
course of these patients was compared with that of a 
group who discontinued their diet, it was found that 
the results were no better in the former than in the 
latter; in fact they were a little worse in the group 
which followed a careful diet. They also reported on 
a group of 37 individuals who took 50 mg. of Banthine 
four times a day for 9'%4 months. Fifteen of these pa- 
tients suffered recurrences. Even subtotal gastric re- 
section, regarded today as the most satisfactory of the 
operations now performed for ulcer, is followed by re- 
currences.** 
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Osteopathic Manipulative Therapy.— 

The acute episode can usually be stopped, but the 
prevention of recurrences is the real goal. It is not my 
intention to indicate that every case of peptic ulcer can 
be explained in terms of the spinal lesion. No such 
limited viewpoint can ever offer a scientific basis upon 
which to correlate the major factors at work in the 
human organism. It is apparent, however, that imbal- 
ance of the autonomic nervous.system is a major factor 
in the pathogenesis of peptic ulcer. 

A major contribution of the osteopathic concept 
has been the recognition of the importance of the 
autonomic nervous system and the development of a 
mechanical technic based largely on measures designed 
to restore and maintain a balanced condition of the 
atlitonomic nervous system. Structural and mechanical 
factors which constitute definite obstacles to the ca- 
pacity of man to resist injurious influences brought to 
play upon or within him are frequently present in the 
body. 
“ Latimer,”* in a study of peptic ulcer, has indicated 
the need for the study of the entire spine from the 
occiput to the sacrum with correction of all spinal le- 
sions found. Bruer?® has indicated the importance of 
not overlooking the effects of postural defects. Faulty 
habits of lying, sitting, or standing affect the diaphragm 
and the mesenteric supports of the stomach. 

The osteopathic physician should make plans to 
deal with the threat of recurrences from the moment 
the patient with a peptic ulcer comes under his care. 
Faulty habits of posture, correction of possible short 
leg, and normalization of all spinal vertebral motion 
should be attempted. 


MANAGEMENT OF COMPLICATIONS 

Hemorrhage from Peptic Ulcer.— 

The management of a patient who has a gastric 
hemorrhage from peptic ulcer is still a problem, and 
the treatment is by no means settled. The time-honored 
battle between one man called “medical” and the other 
called “surgical” still exists. After carefully reviewing 
the literature, it is estimated that the over-all mortality 
rate of all hemorrhaging peptic ulcers, with or without 
surgery, is about 8 per cent. 

However, the patient cannot be treated with sta- 
tistics. Every patient who has a gastric hemorrhage is 
entitled to conservative management regardless of the 
severity of the bleeding. Too many physicians, when 
faced with a bleeding ulcer patient, become alarmed and 
have a tendency to do too much. Each patient must be 
considered individually, and a plan of therapy insti- 
tuted that is compatible with the clinical picture. 

Suggested Outline for Treatment: The immediate 
management of patients with massive gastric hemor- 
rhage is the emergency care of shock. 

1. On admission the patient is placed at complete 
bed rest, and warmth is applied to the extremities. Re- 
assurance and quiet (no visitors) lessen the circulatory 
requirement and the tendency to bleed. 

2. Medications. A bleeding patient should not be 
given morphine as this drug may actually increase 
bleeding and aggravate nausea and vomiting.*° Pheno- 
barbital sodium, 0.1 to 0.3 gram, and atropine sulfate, 
1/100 grain, are administered for sedation and are re- 
peated in 4 hours whenever necessary to control rest- 
lessness. Oversedation should be avoided. 

3. Laboratory Orders. Cross match and type blood ; 
determine Rh group. Obtain complete blood count, 
hematocrit reading, prothrombin time, platelet count, 
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and determine the blood urea nitrogen. Record color 
of stool daily, and test for occult blood. 

4. Record the vital signs and chart the blood pres- 
sure every hour. 

5. Indications for Blood Transfusions. Approxi- 
mately two-thirds of all bleeding ulcers will be classed 
as mild to moderate (that is, hemoglobin stabilized 
above 8 grams, more than 2% million erythrocytes), 
without persistent shock or recurrent hemorrhage. Pol- 
lard and Wollum*! stated that most such patients cease 
bleeding quickly and spontaneously and do not require 
transfusions. Andresen*® avoids the use of transfu- 
sions. He suggests that if anoxia, as manifested by air 
hunger and falling blood pressure, is not checked, small 
transfusions of 150 to 200 cc. be used, just enough to 
overcome alarming symptoms. If these fail to check 
the downward course, or if the patient is in extremis, 
continuous transfusions by the drip method may be 
given over a period of 30 to 40 hours; 6 to 8 liters of 
blood may be required. 

Many physicians are not satisfied when shock has 
disappeared ; they also want to raise the hemoglobin to 
normal levels. Snapper** believes that the use of large 
transfusions for this purpose constitutes one of the 
main reasons so many gastric hemorrhages continue. 
A hemorrhage of the stomach stops only if the circu- 
lating blood volume is reduced. If the number of 
transfusions is restricted and careful attention is given 
to the diet, indications for surgical treatment will sel- 
dom be encountered. 

The practical indications for transfusion are :** 
pulse rate of 140 or more, hemoglobin of 5 grams or 
less, erythrocyte count of 2 million or less, and systolic 
blood pressure of 90 mm. or less. 

6. Gastric Hemorrhage Diet. A feeding program 
should be started promptly. The majority of patients 
are fed some modification of either the Sippy, Meulen- 
gracht, or Andresen diet. If the patient does not tol- 
erate one of these diets or continues to bleed, another 
type of diet should be used. 

a. Modified Sippy Diet. This is one of the 
simplest diets. It avoids bulk. The patient is given 3 
ounces of any one of these milk mixtures every hour: 
(1) 1% oz. of milk and cream, (2) whole milk, (3) 
skimmed milk, or (4) whole milk with one tablespoon- 
ful of skimmed milk powder added. Supplemental vita- 
mins are given. 

b. Modified Meulengracht Diet. Essentially this 
consists of frequent meals, about six per day, with in- 
between feedings of milk. The patient may choose 
from milk, tea, cocoa, bread, butter, cereal, eggs, cream 
soup, chopped meat, puréed vegetables, tapioca, and 
custard. 

c. Andresen Diet: Formula for Gelatin-Milk 
I'eedings** 


Carbo- 
Food hydrate Protein Fat Calories 
Gelatin 50 gm. 45 gm. 180 
Dextrose 60gm. 60gm. 240 
Cream 20% 100cc. 3 gm. 3gm. 18gm. 180 
Milk 900 cc. 36gm. 27gm. 27gm. 550 
99gm. 75gm. 45gm. 1,150 per liter 


The milk, cream, and dextrose are mixed together 
and kept in the refrigerator. The gelatin is kept in a 
paper cup at the bedside and is added to each feeding 
as follows: 

A rounded teaspoonful is dissolved in 1 or 2 
ounces of warmed milk mixture, and this is added to 
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the remaining cold mixture. A little flavoring may be 
added. 


Days 1 to 4: After hemorrhage: 6 ounces of mix- 
ture every 2 hours; nothing else by mouth. The patient 
should not be awakened for 4 hours if he is asleep. 

Days 4 to 6: One of the following may be added 
to 3 or 4 of the feedings: 1 egg, 3 ounces of cereal; 3 
ounces of ice cream; custard, Jello, water. 

Days 7 and 8: Any two of the above foods are 
added to the diet at each feeding. 

Day 9: The ulcer diet is prescribed. After the 
second night, %.ounce of mineral oil is administered 
every night. 

Management of Pyloric Obstructions.— 

The physician is faced with a difficult situation 
when he must decide whether gastric retention is due 
to organic disease (cicatricial stenosis and adhesions) 
or functional causes (edema and spasm of active ulcera- 
tion). If cicatricial stenosis is the predominating factor, 
the patient will require eventual surgical treatment. If 
the obstruction is due to spasm, conservative therapy is 
instituted. To help determine which of these factors 
may be present, there are two methods I wish to de- 
scribe that may be used in the management of this 
complication. 

Method of Seley:** This technic is ideally suited 
as an office procedure in the ambulatory patient. Each 
morning before breakfast, for a period of 10 days, the 
patient reports to the office. A Levin tube is inserted 
intranasally until it reaches the stomach. The Levin 
tube is then attached to a simple gastric evacuator and 
irrigator, called the Gastro pump,*® which is a simple 
arrangement of two bottles, one supplying pressure and 
the other suction. The gastric contents are withdrawn 
and measured. The stomach may then be lavaged with 
a solution of 1 teaspoonful of sodium bicarbonate to a 
quart of warm water. This is done each morning for 
10 days or until gastric retention is relieved. If the ob- 
struction is due to spasm, it is not unusual to see the 
patient relieved of his retention within 5 days. Simul- 
taneously the pain and vomiting subside and the patient 
begins to gain weight. 

At the end of 10 days of gastric aspiration and 
lavage, if there is no appreciable diminution in the 
amount of gastric retention, it is assumed that spasm 
plays only a minor role and that stenosis predominates. 
In these cases, further conservative treatment will be 
of no avail. 

Method of Wilkinson :** In this method, used at 
the Lahey Clinic, a rubber or plastic tube is introduced 
intranasally into the stomach. The gastric contents are 
evacuated and the patient is fed 3 ounces of a non- 
curding mixture, such as malted milk and water, every 
hour on the hour for 2+ hours. The tube is clamped for 
30 minutes every hour and unclamped the next 30 min- 
utes of every hour and allowed to drain by gravity to a 
bottle beneath the patient’s bed. 
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If the total 24-hour drainage exceeds 500 cc. per 
day, the obstruction is not relieved, and drainage should 
be continued. If, after 2 or 3 days, the total amount 
of the daily drainage drops below 500 cc. per day, the 
obstruction can be assumed to be due to spasm, the tube 
can be removed, and the patient fed in the usual manner 
with good results. If the obstruction is continued the 
daily drainage will be well over 500 cc. per day; the 
patient should be operated upon and relieved of the 
obstruction by a subtotal gastric resection or gastro- 
enterostomy. 

Frequent measurement of the serum electrolytes, 
sodium, potassium, calcium, chlorides, and carbon di- 
oxide combining power is necessary in patients whose 
stomachs are being aspirated. Additional intravenous 
glucose and/or glucose and saline may be required 
during the period the tube is in the stomach. 

Perforated Peptic Ulcer.— 

Acute perforation of a peptic ulcer causes one of 
the most spectacular clinical pictures to be seen. The 
big factor in diagnosis is awareness of its possibility 
with occurrence of the sequence of severe epigastric 
pain, nausea and vomiting, localized abdominal tender- 
ness, and rigid abdomen (this may not be present in 
older people). It is also important to remember that 
perforations in peptic ulcer can and do occur in pa- 
tients without any previous symptoms or history of 
ulcer. 

The treatment of choice is immediate surgery with 
simple closure of the perforation by suture. Conserva- 
tive treatment with continuous gastric aspiration, sup- 
portive fluids, and antibiotics may be justifiable in 
special situations, but this should not be the routine 
choice of therapy. The earlier surgery is done, the 
lower the mortality rate. 

SUMMARY AND CONCLUSIONS 

An attempt has been made to clarify the etiologic 
agents that may be involved in peptic ulcer, namely the 
tissue-destroying and the tissue-resistant factors. The 
contribution of the osteopathic concept to the etiologic, 
diagnostic, and therapeutic aspects of peptic ulcer has 
been considered. 

Fundamentals of current therapy also include bed 
rest, frequent feedings of bland selected food, adminis- 
tration of alkali to control the acid gastric juice, and 
the use of anticholinergic compounds to curtail gastric 
activity and put the stomach at rest. 

Specialized therapeutic procedures that may be of 
value include deep roentgen therapy to produce gastric 
achlorhydria and the use of the drip type of feeding to 
neutralize intragastric acidity. 

The relationship of gastric ulcer to carcinoma has 
been discussed with the indications for medical and 
surgical treatment. 

The management of the complications of peptic 
ulcer, hemorrhage, obstruction, and perforation, has 
been included. 
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Surgical Management of the Thyroid Gland* 


WARREN H. TAVENER, D.O., F.A.C.O.S. 


and 
DONALD L. SMITH, D.O. 
Flint, Mich. 


INTRODUCTION 


Since the advent of thyroidectomy around 1832, 
much has been learned about the function of the thyroid 
gland. Not until 1920, when Halsted’ set forth “The 
Operative Story of the Goiter,” was a completely de- 
tailed operative procedure described. To date, only a 
few minor changes alter his technic. No operative 
procedure gives more gratifying results to the surgeon 
than thyroidectomy. 

The introduction of thiourea and its derivatives 
has brought about considerable change in the methods 
of treatment of some forms of hyperthyroidism. Pre- 
viously, many of the patients with symptoms of hyper- 
thyroidism, but with no discernible goiter, were sub- 
jected to thyroidectomy simply because they failed to 
respond to iodine therapy and surgery was considered 
the most satisfactory course of treatment. Today, many 
of these patients are still surgical problems, but the 
incidence has certainly decreased. 

Some conditions of the thyroid are surgical and 
others are nonsurgical. The simple colloid or adolescent 
goiter very seldom requires surgery, unless it is for a 
cosmetic effect or relief from pressure on adjacent 
structures. Patients with an elevated basal metabolic 
reading, which may not have been obtained under the 
most desirable conditions, and a slightly enlarged thy- 
roid are not necessarily surgical candidates. 

There are certain conditions of the thyroid which 
are strictly surgical and only in a few rare exceptions 
should patients with these conditions be subjected to 
palliative or medical management. These conditions 
which we consider to be definite indications for opera- 
tion are: 

A. Nodular goiter: (1) discrete adenoma, (2) 
multinodular goiter 


- — the Surgical Department, Flint Osteopathic Hospital, Flint, 
Mich. 


B. Diffuse goiter: (1) toxic, (2) nontoxic 

C. Carcinoma and lateral aberrant thyroid 

D. Recurrent postsurgical hyperthyroidism 

E. Toxicity without discernible thyroid, but failure 
to respond to medical management 

F. Thyroiditis: (1) acute, (2) chronic 

G. Thyroglossal cyst, sinus, and fistula 

H. Lingual thyroid. 


An analysis of the last 100 surgical cases managed 
at the Flint Osteopathic Hospital is given below: 
Diagnosis Number 
Nodular goiter 
Discrete adenoma 6 
Multinodular goiter 
Toxic 
Nontoxic 
Diffuse goiter 
Toxic 5 
Nontoxic 
Carcinoma and lateral aberrant 
thyroid 
Recurrent hyperthyroidism 
Toxicity—no goiter 
Thyroiditis 
Chronic 
Riedel’s struma 
Hashimoto’s struma 
Thyroglossal cyst 
Miscellaneous (cysts, etc.) 


S| 


Total 


NODULAR GOITER 


The primary reason for removing these goiters is 
as a prophylaxis against the possible development of 


= 
fe. 
a 
~ 


244 THYROID GLAND—TAVENER AND SMITH 


carcinoma. In addition, many ultimately become asso- 
ciated with hyperthyroidism. It should be remembered 
that 11 per cent of nontoxic nodular goiters and over 
24 per cent of nontoxic solitary tumors become malig- 
nant.? A much higher incidence of malignancy would 
be expected in a multinodular goiter with several adeno- 
mas than in a solitary nodular goiter. However, the 
reverse appears to be true. Of the 21 solitary adenomas 
in this series of 100 cases, two revealed definite malig- 
nant changes not diagnosed preoperatively. 


CARCINOMA AND ABERRANT THYROID 


Carcinoma and aberrant thyroid are definite sur- 
gical problems. Aberrant thyroids are now believed to 
be lymphatic cervical metastases from the primary le- 
sion within the gland. These conditions require a very 
radical neck dissection on the involved side. It is well 
to remember that early carcinoma of the thyroid is in- 
distinguishable from benign adenoma. Cure depends 
upon early removal of all adenomas. To wait for a 
clear-cut picture denies the patient a cure. In this 
series of cases, 7 per cent of the thyroids removed 
were malignant. 


RECURRENT HYPERTHYROIDISM 


Recurrent hyperthyroidism falls under the cate- 
gory of surgical problems, providing there is still a 
sufficient amount of glandular tissue remaining from 
previous surgery. If this is not the case, satisfactory 
results can usually be obtained with one of the thiourea 
drugs. Recurrent hyperthyroidism has not been fre- 
quently encountered on the surgical ward in the last 
few years, possibly because the present-day surgeon 
makes a more accurate estimate of the amount of 
thyroid tissue to be removed. However, we recently 
performed total thyroidectomy on a patient who had 
been operated on three times previously in other insti- 
tutions for recurrent hyperthyroidism. 


DIFFUSE GOITER 


The majority of those patients who are toxic and 
possess a diffusely enlarged thyroid should have the 
advantage of surgery. Cattell* considers surgery the 
best form of treatment for several reasons: (a) Over 
a long period in his clinic where 500 new patients with 
hyperthyroidism undergo treatment each year, it is the 
most effective. (b) It is considerably more economical 
over a long period. (c) Mortality is very low and com- 
plications are few. (d) Permanent relief of symptoms 
occurs in 90 to 95 per cent. However, with the new 
antithyroid drugs, at the first sign of symptoms, there 
is a slightly greater trend toward medical than toward 
surgical management. 


THYROIDITIS 


Acute infections of the thyroid are not surgical 
problems unless abscess formation occurs. If this does 
occur, incision and drainage form the treatment of 
choice. 

Under the classification of thyroiditis two chronic 
forms, Riedel’s struma and Hashimoto’s struma, may 
be considered. 

Riedel’s struma (woody thyroiditis) is a chronic 
fibrosing inflammation of one or both lobes of the 
thyroid with inflammatory involvement of the adjacent 
muscles, fascia, nerves, and blocd vessels. There are 
usually no early symptoms, but as the gland progres- 
sively enlarges, symptoms usually appear rapidly with 
dyspnea and dysphagia due to constriction of the 
trachea and esophagus. The hoarseness and stridor 
which develop are due to involvement of the recurrent 
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laryngeal nerves. Upon examination there is a rather 
diffuse, irregular involvement of the gland, and it is 
stony hard with fixation to the surrounding structures, 
except the skin. There is no definite method of differ- 
entiating Riedel’s struma from cancer except histolog- 
ically. 

Hashimoto’s struma (struma lymphomatosa) is a 
chronic progressive disease of the entire thyroid gland, 
characterized by extensive acidophilic degeneration of 
the epithelium and replacement of lymphoid and fibrous 
tissue. The thyroid is usually nodular or diffusely en- 
larged and may be painful and tender upon examina- 
tion. Some patients have benefited from x-ray therapy. 
Histologic examination is the only sure method of 
making a correct diagnosis. 

THYROGLOSSAL CYSTS, SINUSES, AND FISTULAS 


These conditions represent an incomplete closure of 
the thyroglossal duct in some portion of the canal, and 
they are usually in the midline. If there is an external 
opening it is referred to as a sinus. A duct which 
remains open in two areas and has two separate open 
ings is referred to as a fistula. Usually the course of 
the thyroglossal tract is from the foramen caecum, 
through the posterior part of the tongue, along the 
lingual raphe, and in front of, behind, or through the 
hyoid bone. The lower portion of the duct is the por- 
tion more commonly involved. Therefore, the most 
frequent location of a thyroglossal cyst is just below 
the hyoid bone. 

The tract and cyst are usually attached to the 
hyoid and they rise with deglutition. The tract may be 
visualized by means of roentgenograms following injec- 
tion of a radiopaque medium. 

Quite frequently, these cysts or sinuses become 
infected, suppuration results, and excision is required. 

LINGUAL THYROID 


Location of thyroid tissue at its original site near 
the foramen caecum at the base of the tongue is known 
as lingual thyroid. Enlargement of the thyroid in this 
area may produce difficulty in swallowing, pain, and 
difficulty in breathing. Because of its location it is 
subjected to much trauma and is quite prone to infec- 
tion or hemorrhage. 

Administration of radioactive iodine is very help- 
ful in the diagnosis of thyroid tissue in this locality. 

TREATMENT 


There are four types of therapy for hyperthy- 
roidism: (a) subtotal thyroidectomy, (b) antithyroid 
drugs, (c) iodine, and (d) radioactive iodine. 

Medical Therapy.— 

Although iodine is a very beneficial drug for rapid 
suppression of thyroid secretion, it is usually of only 
temporary benefit, except in mild cases of hyperac- 
tivity. Where prolonged management is anticipated, 
the antithyroid drugs are the choice for drug therapy. 
They include thiouracil, propylthiouracil, methimazole 
(Tapazole), and iodothiouracil (Itrumil). These are 
the most widely used drugs. They apparently prevent 
the formation of thyroid hormone by interfering with 
the formation of free iodine which is necessary for the 
iodination of thyroglobulin. The most widely used 
antithyroid drug is propylthiouracil. The average dose 
is 300 mg. daily in divided doses, although in many 
severely toxic patients this dosage will be very inade- 
quate. In many instances it will be necessary to admin- 
ister up to 1 gram daily and to continue this dosage 
until a euthyroid state is reached. This time may vary 
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from 2 weeks to several months. When a state of 
remission occurs, the dosage may then be reduced. In 
the majority of patients receiving medical management, 
the maintenance dose will have to be continued indefi- 
nitely since relapses are frequent. 


Iodine in the form of Lugol’s solution or hydriodic 
acid syrup will produce rather rapid relief of symptoms 
in the majority of patients; however, tolerance to the 
drug is quickly developed and toxic symptoms soon 
return. These solutions are more widely used now in 
preoperative preparation of the patient, the usual dose 
being approximately 30 drops daily beginning 2 weeks 
prior to surgery. In thiouracil-treated glands, when 
jodine is administered prior to surgery, the friability 
of the gland is greatly reduced. Those glands which are 
treated with thiouracil only are very friable and vascu- 
lar, making the operation somewhat more difficult. 
Seed‘ believes that it is better to give the iodine and 
propylthiouracil simultaneously during the period of 
medical treatment. There seems to be immediate im- 
provement from the iodine followed by the latent effect 
of the antithyroid drug. 


Radioactive iodine, I'*!, is used both for thera- 
peutic and diagnostic purposes. The tracer dose used 
for diagnostic purposes varies from 5 to 100 micro- 
curies, and the therapeutic dose ranges from 3 or 4 to 
several hundred millicuries. I'** has a half-life of 8 
days, which means that in 8 days half the I**" will have 
disintegrated and the remainder will have been dis- 
persed throughout the medium.*® It is possible to study 
and assay the function of the thyroid gland, the find- 
ings being used diagnostically. There are several meth- 
ods by which the diagnosis is conducted: (a) The 
radioactivity of the urine is measured in 24 and 48 
hours. The normal thyroid gland will concentrate ap- 
proximately 15 to 40 per cent of the tracer dose while 
the toxic gland concentrates approximately 50 per cent 
or more and the hypofunctioning gland concentrates 
less than 15 per cent. Therefore, the normal gland 
excretes approximately 60 to 80 per cent of the tracer 
dose while the hypofunctioning thyroid excretes 75 to 
95 per cent and the toxic gland excretes less than 30 
per cent. (b) The second method is to measure the 
radioactive thyroxin within the serum. (c) The third 
method consists of measuring by means of the Geiger- 
Miller tube the radiation released from the neck. This 
method has the advantage of detecting misplaced thy- 
roid-functioning tissue. Its use in the diagnosis of 
thyroid carcinoma has been very encouraging. 


The therapeutic values of I‘? are excellent, and it 
has a definite place in the armamentarium for thyroid 
disease. Perlmutter and Slater> mention three main 
uses of radioactive iodine: (1) to destroy hyperthyroid 
tissue and induce a remission to the euthyroid state, 
(2) to destroy carcinomatous thyroid tissue which has 
been induced to concentrate the isotope, and (3) to 
destroy the normal thyroid tissue of patients with severe 
heart disease, thus inducing a state of hypothyroidism 
and myxedema with decreased cardiac strain. 


The dosage of I'*! in hyperthyroidism varies be- 
tween 100 and 200 microcuries per gram of thyroid 
tissue, the usual being 3 and 10 millicuries.6 Rawson® 
is of the opinion that I'*! in uncomplicated Graves’ 
disease should be restricted to those patients over 45 to 
50 years of age, owing to the possibility of the subse- 
quent development of thyroid carcinoma and cancer of 
the skin. This is still a matter of controversy, how- 
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ever. The use of I'*! in carcinoma is usually restricted 
to those lesions that are not accessible to surgery and 
to those recurrent lesions that occur following radical 
or total thyroidectomy. 


Surgical Treatment.— 

Engel’ mentions three essentials for good results 
from thyroidectomy: (1) correct diagnosis, (2) proper 
time for surgery, and (3) a well-executed operation. 


In a patient suspected of having thyroid disease, 
there are certain essentials to establishing the diagnosis : 
an adequate physical examination with an attempt to 
correlate the patient’s symptoms and physical findings 
with the diagnosis, a complete blood count, urinalysis, 
roentgenogram of the chest, basal metabolic rate de- 
termination, and laryngoscopic examination. In our 
institution we routinely perform several liver function 
tests, and in those patients who give a history of 
marked toxicity we also obtain an electrocardiogram. 
A few additional tests may be desired in selected cases, 
such as the protein-bound iodine blood levels, radioac- 
tive iodine uptake, total cholesterol and cholesterol 
esters, glucose tolerance test, and eye ground exami- 
nation. 


When the diagnosis has been established and sur- 
gical management has been decided upon, we routinely 
prepare hyperthyroid patients with propylthiouracil. 
Usually 300 mg. daily in divided doses is adequate, and 
we continue this dosage until a euthyroid state is 
reached. Then Lugol’s solution, 10 drops three times 
daily, is administered orally beginning 2 weeks before 
surgery. The patient is then admitted to the hospital 
and all oral medication is discontinued. Thirty drops 
of Lugol’s iodine solution in 1,000 cc. of 5 per cent 
glucose in water is administered intravenously for 2 or 
3 days prior to surgery. Phenobarbital, % grain four 
times a day, or other sedative is begun upon admittance 
to the hospital. In our last 100 cases we have had no 
evidence of postoperative thyroid crises with this prep- 
aration, and recovery is usually very rapid with the 
patient being discharged on the fifth postoperative day. 


Marcus and his associates* mention that there are 
several advantages of thiouracil compounds in ambula- 
tory preoperative preparation of the thyroid patient: 
(a) elimination of preoperative hospitalization, (b) a 
more stable patient with lower basal metabolism than 
is possible with iodine therapy, (c) elimination of the 
necessity of “stealing the thyroid,” (d) marked reduc- 
tion in the incidence of thyroid crises, (e) performance 
of operation in one stage and elimination of pole liga- 
tions owing to the more stable cardiovascular system 
during and after operation, and (f) a smoother post- 
operative course. 


Prior to administration of antithyroid drugs, a 
leukocyte count and differential blood count are taken. 
We advise the patient that if gastrointestinal symptoms, 
skin eruptions, fever, pruritus, weakness, and the like 
develop, he is to contact his attending physician at 
once. Repeat leukocyte and differential blood counts 
should be performed at intervals, and if the leukocyte 
count is below 5,000 with a reduction in polymorpho- 
nuclear leukocytes, therapy should be discontinued. 


It is essential that those patients who develop car- 
diac symptoms such as auricular fibrillation be referred 
to a cardiologist for examination. In many instances 
he may find it necessary to digitalize the patient prior 
to surgery. 
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The technic of thyroidectomy has not changed 
greatly in the past few years. The one we employ has 
proved adequate with very few complications. 

The patient is placed in the supine position with Ue 
the head lowered and sandbags beneath the shoulders : Va 
to elevate the neck and to increase the prominence of A AF 
the thyroid. 

Prior to making the incision we mark the skin 
vertically in three areas, usually about 2 fingerbreadths 
above the suprasternal notch, to facilitate approxima- 
tion of the skin edges during closure. A low collar 
incision is made approximately 2 fingerbreadths above 
the suprasternal netch and inner ends of the clavicle 
(Fig. 1). The skin, platysma, and superficial fascia are 
incised, exposing the deep fascia. The upper flap is 
dissected upward to at least the level of the thyroid 
notch. We feel that adequate dissection of this flap is 
very important, and in large thyroids the chief reason 
for inadequate exposure is failure to dissect the an- 
terior skin flap high enough. The lower flap need not 
be dissected below the suprasternal notch in the ma- 
jority of cases. 

The anterior jugular veins are carefully avoided 
to prevent accidental entry with fatal air embolism. 


Fig. 2 


tenaculum the lobe is easily exposed. After the lobe is 
adequately freed, hemostats are applied to the main 
vessels (Fig. 3). From this point on, dissection is 
continued entirely within the capsule of the thyroid 
gland. The superior and inferior thyroid arteries are 
carefully isolated and divided. The remainder of the 
vessels are clamped, cut, and ligated as they are en- 
countered. By making the dissection entirely within 
the capsule, the recurrent laryngeal nerves and para- 
thyroid glands are avoided. We do not routinely expose 


Fig. 1 


Rarely have we found it necessary to incise the 
fibers of the ribbon muscles, and we do not advocate 
this as a routine procedure. The less tissue incised, the 
better the wound healing, and there is less chance of 
incisional serum collection or hematoma (we have had 
only three such complications in the last 7 years ).° 

The sternohyoid muscles are elevated on each side 
with Allis forceps, and a midline vertical incision from 
the thyroid notch to the suprasternal notch exposes the 
sternothyroid muscle which is then grasped in the mid- 
line with Allis forceps and the muscular fibers split in 
the midportion and retracted laterally, exposing the thy- 
roid gland (Fig. 2). 

A Lahey thyroid tenaculum is then applied to the 
lobe which is to be freed first. With the handle of the 
scalpel, the ribbon muscles and cervical fascia are sep- 
arated from the thyroid lobe by blunt dissection and are 
retracted laterally. With moderate traction on the Fig. 3 
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the recurrent laryngeal nerve. It is our belief that less 
harm will be done if the nerve is avoided and dissec- 
tion is limited to the capsule. 

After one lobe is dissected free, a small, dry, 
gauze sponge is inserted in the fossa, and the isthmus 
and the other lobe are then dissected (Fig. 4). 

The isthmus is carefully dissected from the trachea. 
In many instances it is firmly adherent to the trachea, 
and a great deal of caution must be exercised in freeing 
the isthmus in order not to perforate the trachea. 

If a pyramidal lobe is present this entire lobe must 
be removed. 

After the isthmus is freed we then proceed to the 
other lobe, which is removed in the same manner as the 
first. Approximately 10 to 20 per cent of either lateral 
lobe is left when subtotal thyroidectomy is performed. 


After all bleeding vessels are carefully ligated and 
both fossae are free of any bleeding, we approximate 
the muscles in the midline with interrupted cotton su- 
tures. Subcutaneous sutures are not used. Cotton is 
used throughout for ligatures. 

The skin is closed with clips. No drains are in- 
serted. Alternate clips are removed on the second post- 
operative day and the remainder on the third. 

Postoperatively the bed is slightly elevated (ap- 
proximately 20 degrees), and the head is immobilized 
with sandbags until the patient has fully reacted. Steam 
inhalation is employed in those patients in whom exces- 
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sive trauma was necessary during surgery and in those 
in whom severe tracheal obstruction was produced by 
the constricting thyroid. Oxygen by tent may be em- 
ployed for 12 to 24 hours if necessary. Lugol’s solution 
may be continued for 1 to 2 days in those patients who 
may have been toxic and exhibit a rapid pulse and 
some anxiety postsurgically. The patient is usually dis- 
charged on the fifth postoperative day and resumes full 
activity in approximately 3 weeks. 

Thyroid surgery is not devoid of danger. The 
most common complications are hemorrhage, injury to 
the recurrent laryngeal nerve and parathyroid glands, 
and respiratory obstruction. 

Respiratory obstruction is a very serious compli- 
cation requiring immediate attention. Any patient with 
signs of respiratory obstruction should immediately be 
subjected to laryngeal examination, and, if there is any 
edema or encroachment upon the airway, immediate 
tracheotomy should be performed because delay may 
prove fatal. 

Postoperative hemorrhage should be immediately 
investigated and controlled. 

Postoperative tetany which develops from acci- 
dental removal of the parathyroid glands can usually be 
controlled by administration of powdered calcium lac- 
tate (2 to 4 grams, four to six times daily) and vitamin 
D. If the symptoms are very severe, calcium gluconate 
is indicated intravenously. Parathormone is indicated 
when calcium does not control the tetany. 

Injury to the recurrent laryngeal nerves is a com- 
mon complication. Unilateral injury may result in 
hoarseness and disturbance of speech, but in most cases 
there is a compensatory adjustment of the normal vocal 
cord. In bilateral nerve injury severe symptoms may 
not develop for several weeks. Then symptoms may 
become severe enough to require tracheotomy. 


SUMMARY 

1. Disorders of the thyroid gland are quite fre- 
quently encountered. We have presented a rather brief 
but complete discussion of the common surgical prob- 
lems of the thyroid gland and their management. 

2. Antithyroid drugs, iodine, and radioactive io- 
dine have been considered because of their definite 
place in surgical management. 

3. The surgical technic which we have found to be 
most adequate has been presented. 

4. Preoperative and postoperative care has been 
stressed, since a great deal of the success of surgery 
will depend upon it. 
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Report on Use of Panthenol Cream with Hydrocortisone 


A. P. ULBRICH, D.O. 
DANIEL KOPRINCE, D.O. 
Detroit 


Since the advent of the sulfas and the-antibiotics, 
there has been a revolution in the practice of medicine. 
There are many aspects to this revolution, and they 
concern not only the physicians who prescribe the new 
medicaments to their patients, but also the laboratory 
teams which spend’ endless hours in basic research and 
the pharmaceutical houses which conduct their own re- 
search and which bridge the gap between the laboratory 
and physicians’ offices. 

Because of the participation of the various phar- 
maceutical houses in the production of new medica- 
ments, a multiple choice is available to the physician 
in almost every instance in which he has need of one 
of them. Therefore, selecting the best product from 
those available is not always an easy task. Over an ex- 
tended period we looked for a form of topical hydro- 
cortisone that might meet our problem with lichen 
simplex chronicus or circumscribed neurodermatitis. 
We tried a number of preparations without the con- 
sistent result we had hoped for. We had some success 
with the incorporation of hydrocortisone in the follow- 
ing formula: 


Hydrocortisone acetate 

Water to macerate well 

Water-miscible base to incorporate 

Zetar 1 gm. 

Lassar’s paste plain 30 gm. 

Apply twice daily 

However, great variation in ointment resulted, de- 
pending on where the prescription had been com- 
pounded. We shortly found it expedient to use 2% per 
cent hydrocortisone lotion and compute other agents 
so the hydrocortisone content was 1 per cent. 

We had also incorporated hydrocortisone in water- 
miscible bases, in antibiotic ointments, and in such 
commercial creams as Panthoderm and Acid Mantle 
Creme. Unfortunately, these also varied from one drug 
store to the next. The fludrocortisone acetate (9-a 
fluoro-hydrocortisone acetate) lotions and ointments in 
our hands were not as successful as lotions or oint- 
ments containing hydrocortisone acetate or hydorcorti- 
sone-free alcohol. This has been found true by others.’ 

We attempted the incorporation of hydrocortisone 
in a panthenol cream with no better results than with 
other commercially available products, but with much 
dissatisfaction of patients because of increased ex- 
pense. However, when Pantho-F,* a panthenol cream 
containing hydrocortisone, became available we used it 
in a few of our more difficult cases which had been 
refractory to other methods of therapy. When a pa- 
tient (Case 3, Table 1) who had been refractory to a 
standard 2% per cent hydrocortisone ointment showed 
excellent result, we extended its use. Table I sum- 
marizes seventy-six cases in which this preparation* 
was used. 


300 mg. to 750 mg. 


DISCUSSION 
The results as given in the table are those after 
approximately 1 week of treatment. We do not wish 


*The Pantho-F used in this series was supplied by U. S. Vitamin 
Corporation. 


to imply that panthenol cream with hydrocortisone was 
the only therapeutic measure used; rather, it was the 
only change from our usual treatment in such cases. 
Undoubtedly some patients would have shown improve- 
ment without topical hydrocortisone. Further, we do 
not wish to imply that the results were of a perma- 
nent nature. 


In cases of known exposure of a sensitized tissue 
to an antigenic substance, as to the metal of earrings 
in case 22 and to nylon in case 69, the preparation did 
not have a material effect, except for some sympto- 
matic relief of pruritus ; however, the recurrences were 
not as violent as had been anticipated. The hydrocor- 
tisone-free alcohol acted as a partial blocking agent by 
its anti-inflammatory action.” 


The clinical findings must be interpreted with a 
knowledge of the physiologic effects of hydrocorti- 
sone. In this series, our intention was to use it as a 
palliative over a short period. We can conceive that the 
medication could be used topically as a controlling 
agent in long-term treatment in a disorder such as 
atopic eczema, and in that event the medication would 
be used for maintenance. However, long-term therapy 
will not be considered in this discussion. 


RESULTS 

Having obtained results that were superior to 
those achieved with other types of topical hydrocorti- 
sone, we have tried to establish the reason for this. 
First, we were aware that particle size had some bear- 
ing from the variations in compounded ointments and 
creams we had prescribed. While particle size is a fac- 
tor, it apparently is not a major one. The recommended 
particle size of topical ointments is 100 microns maxi- 
mum and for aqueous suspensions, 10 to 15 microns 
maximum.* Particle size cannot be the reason for the 
success of all panthenol creams with hydrocortisone, for 
the one we used has a particle size of about 30 microns,‘ 
and at least one other topical hydrocortisone preparation 
has an average particle size in the neighborhood of 5 
to 10 microns. Furthermore, the solubility of hydro- 
cortisone alcohol is only 28 mg. per 100 cc. of water.’ 


We have concluded that the two other factors are 
the probable reasons for the superior effectiveness of 
the panthenol cream with hydrocortisone we used. One 
is the therapeutic effect of panthenol (the alcoho! 
analog of pantothenic acid) as previously reported.** 
The topical application of pantothenic acid favors re- 
generation and functional recovery of damaged epi- 
thelium. Pantothenic acid is incorporated in the emul- 
soid base in a 2 per cent concentration and is an effec- 
tive therapeutic agent in many dermatoses in its own 
right.** 

The second factor is the emulsoid base in which 
the pantothenic acid is dispersed. We consider the base 
of this cream an extremely important factor, having 
used panthenol cream with hydrocortisone in 76 cases, 
many of active allergic dermatoses, in which only one 
exacerbation was reported, and that, in our opinion, 
was questionable. The anti-inflammatory action of the 
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TABLE I 
Case Response to Panthenol Cream with 
Number Age Sex Occupation Diagnosis Hydrocortisone (Pantho-F) and Comment 
3 IS F Student Eczematoid eruption of hand Left hand: good Right hand: good (com- 
mercial hydrocortisone 
ointment ) 
z a F Secretary Pruritus ani, antibiotic in origin Excellent 
3. 6 M _ Student Contact eczema of toe Excellent 244% commercial hydro- 
cortisone ineffective 
previously 
4, 2 &F Telephone Nummular eczema of forearms, Excellent on hand on which 
operator arms, and hands applied; other hand un- 
changed 
5 42 F Waitress Pruritus vulvae Improved; patient was later 
proved pregnant 
6 54. «OF Housewife Eczema nuchae Excellent 
7 34 «OF Factory Contact eczema of cervical area Good 
of unknown origin 
8 32. M_ Machine Id of hand (mycotic), Tricho- Hand treated: improved 
repairman phyton mentagrophytes of toe 
and medial foot 
9 17 F Housewife Nummular eczema Improved hand on which ap- 
plied ; other hand unchanged 
10 21 F Key punch Contact eczema of axillas Left axilla: excellent Right axilla: excellent 
operator (Panthoderm) 
1] 22 M _ Student Atopic eczema of face and cervi- Improved; responded 
cal areas equally to, 3 different 
kinds of commercial 
hydrocortisone 
12, 54 F Saleslady Neurodermite Excellent 
13. 67 M _ Retired Contact eczema of face. Later Excellent 
proved to be contact dermatitis 
or primary irritant superim- 
posed over basal cell epithe- 
lioma; basal cell became ap- 
parent as inflammation subsided 
14 43 F Press Seborrhea Excellent 
operator 
Si 28 F Housewife Orbital contact dermatitis Improved 
16. 6 F Student Granuloma annulare Unchanged 
17 46 F Hostess Eczematoid eruption of hand Excellent 
18 33 M_ Autofactory Infected dyshidrosis Excellent; systemic antibiotic 
worker used in conjunction 
19 31 F Secretary Cheilitis Excellent 
20 29. M — Salesman Eczematoid syndrome Excellent 
21 6 M — Student Cheilitis Good 
ys 20 F Secretary Contact dermatitis of ear lobe Unchanged; persisted in 
wearing earrings 
23: 6s F Housewife Nummular eczema of leg Excellent 
24, 45 F Factory Contact dermatitis of left ear Excellent 
inspector 
25. 19 M Eczematoid eruption of hands; Excellent 
also treated for acne 
26. 37. F Housewife Eczematoid eruption of hands Excellent 
27 52 F Housewife Pruritus vulvae Exacerbation according to pa- 
tient; no visible evidence 
28. 31M _ Architect Neurotic fixation; penis Improved ; previous biopsy of 
imaginary lesions 
29 35 #F Housewife Atopic eczema of face, cervical Excellent ; marked fluctuations 
and flexor areas in period of days; recur- 
rence immediately upon ter- 
mination of ointment supply 
30. 8 F Student Eczematoid eruption of toes Improved 
31 12 F Student Cheilitis Excellent 
32. 36 M _— Supervisor, Recalcitrant pustular eruption Improved 
auto factory (pustular dyshidrosis) of hands 
Student Postauricular seborrhea Excellent 
34. 41 F Housewife Exfoliative eczematoid eruption Good 
35 Za #8 Housewife Dyshidrosis of hands, neurogenic Excellent; cleared rapidly; re- Excellent (commercial 
factors chief cause; 2 children currences when _ ointment hydrocortisone 
under 2 years of age exhausted ointments ) 
36 42 F  Officeworker Dyshidrosis Excellent, recurrence when Improved (commercial 
supply of ointment termi- hydrocortisone) 


nated; patient requested 


original cream 
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TABLE I (continued) 


*Same patient as Case 54 
**Same patient as Case 52 
+Same patient as Case 48 


Case Response to Panthenol Cream with 
Number Age Sex Occupation Diagnosis Hydrocortisone (Pantho-F) and Comment q 
a. 28 M __ Timekeeper Dyshidrosis Unchanged; improved then 
flared while still on medica- 
tion 
38. 49 M _ Factory rep- Dyshidrosis ; secondary infection Unchanged (Terramycin 
resentative . of feet powder ) 
39. 455 M_- Auto Contact eczema of forearm; Excellent; duration had been 
engineer cause not determined 6 weeks; cleared in 3 days; 
has not returned 
40. 42 TV repairman Cheilitis Good 
41. 12 F _ Student Dyshidrosis of hands Excellent; extreme hyperhi- 
drosis of hands was not af- 
fected 
42. 17 F Pathology Cosmetic contact dermatitis of Excellent; patch test  elimi- 
laboratory face and neck nated offending agents 
clerk 
43. aa 6F Clerical Eczema of left ear lobe Improved 
worker 
44. 22 M _— Unemployed Dyshidrosis of hands Excellent 1% commercial hydro- 
cortisone had been used 
without success 
45. 22 F Housewife Seborrhea of face; acne Improved 
46. 62 F Caretaker of | Acute seborrhea of face Excellent 
apartment 
47 76 =F Housewife Nummular eczema Excellent 
48. 40 F Hostess in Pruritus vulvae, neurogenic and Good; appeared to be primary 
restaurant emotional factors irritant dermatitis 
49 61 F Housewife Neurodermites of right knee and Excellent; exacerbations after 
anterior ankle weeding 
50. 44. M — Assembler Contact eczema of foot to zinc Good 
oxide 
51. 32 F Housewife Eczematoid eruption of hands Excellent 
52. i 6F Student Eczematoid eruption of fingers; Improved 
mirror image lesions on ter- 
minal phalanges bilaterally, re- 
curring each summer; also 
atopic eczema with seasonal 
rhinitis 
53. 57 F Housewife Neurodermites of both knees and Excellent; had had previous 
right ankle x-ray 
54 31M _ Pressmanon Id on both hands with secondary Excellent 
newspaper infection 
31M Pressman on Recalcitrant pustular eruption of Improved 
newspaper great toes bilaterally 
56. 57 M Stock clerk in Contact dermatitis of neck and Excellent; previously much 
auto factory face; 1 year duration and varied treatment, in- 
cluding x-ray 
57. 3 F Housewife Seborrhea of external canals Excellent 
58 6 M _ Student Cheilitis Excellent; flare-up after eat- 
ing chocolate 
#459, hi 6F Student Atopic eczema of back of knees Left knee: excellent Right knee: improved 
(commercial 1% hy- 
drocortisone) 
60 40 F Housewife Nuchal eczema Good 
61 49 M Grinder in Neurodermatitis of ankle; gener- Good 
auto shop alized id from stasis dermatosis 
62. 40 F School teacher Pruritus vulvae, for 10 years; Excellent 
worst before menses 
63. 49 F Auto factory Eczematoid eruption of finger; Excellent 
worker also stasis dermatosis with au- 
todissemination to face, hands, : 
and body 
+64 40 F Hostess in Contact dermatitis of face Excellent 
restaurant (cosmetic) 
65 32 M _ Auto factory Eczematoid eruption of hands Excellent; treated periodically 
worker and forearms by dermatologists for 5 


years; improvement in 
hands rapid, exacerbation 
after drinking beer 
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TABLE I (continued) 


Response to Panthenol Cream with 


Case 
Number Age Sex Occupation Diagnosis Hydrocortisone (Pantho-F) and Comment 
66. 40 M Neurodermite of right eyelid Excellent; much and varied Previous topical hydro- 
previous treatment cortisone resulted in 
temporary improve- 
ment 
67 61 M _— Auto factory Pruritus scroti periodically for Excellent; various earlier 
worker 5 years treatment, including x-ray 
68. 25 M Machine Eczema of right ear lobe Excellent 
repairman 
$69 57 F Housewife Contact neurodermite on anterior Excellent; free of itching un- 
ankle til wore shoes of nylon; 
dermatitis increased with- 
out pruritus 
70 5 F Student Eczematoid eruption; secondary Excellent 
infection (Chloromycetin) 
71 26 =F Executive Contact dermatitis, left cheek Excellent 
secretary 
72 60 =F Cleaner’s Acute seborrhea of ear Excellent 
clerk 
73 35 =F Housewife Dyshidrosis Good; improvement seemed 
to last longer than when 
fluorohydrocortisone acetate 
lotion had been used 
74 52 M _— Accountant Eczematoid eruption of palmar Excellent 
surface of hand 
75 39 «=F Housewife Eczematoid eruption of hand Excellent Improved (commercial hy- 
drocortisone); un- 
changed (Pantho- 
derm) 
76. 56 M Auto Pruritis ani with superimposed Excellent 
salesman dermatitis venenata; etiologic 


agent, Tronothane 


hydrocortisone must enter into this consideration, as 
the cream by itself is not tolerated by patients to the 
degree demonstrated in our clinical trials. We demon- 
strated that known antigens cause recurrence (cases 22 
and 69) upon re-exposure, even during treatment, yet 
there was no evidence of sensitivity to the ointment. 
When sensitivity develops during the use of topical 
hydrocortisone, it is the base rather than the hydro- 
cortisone to which the patients are sensitive. The mate- 
rial is a cream properly described as a microsuspensoid 
in an emulsoid base, since the hydrocortisone-free al- 
cohol is in the form of a fine powder having a particle 
size of less than 30 microns. 

Another possible factor is the antibacterial effect 
of the panthenol cream.* Numerous companies have 
recently incorporated antibiotics in hydrocortisone oint- 
ments to prevent the well-known tendency of topical 
hydrocortisone to extend infection, particularly the 
impetigo type. The anti-inflammatory effect of hydro- 
cortisone apparently promotes this dissemination. We 
did not have evidence of dissemination of infection 
during therapy in any of our cases. Clinically, we felt 
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CONCLUSIONS 

1. Panthenol cream with hydrocortisone (Pantho- 
F’) has proved superior to other types of topical hydro- 
cortisone we have used. 

2. Topical hydrocortisone in any form is an excel- 
lent adjunct to therapy of circumscribed neuroderma- 
titis but does not constitute a panacea. 

3. Panthenol cream with hydrocortisone appears 
to have a complementary or, possibly, a synergistic 
effect with the anti-inflammatory action of hydrocorti- 
sone-free alcohol when panthenol and hydrocortisone 
are combined in a bland cream base. 
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Diagnosis and Management of Varicose Veins* 


WALLIN W. KING, D.O. 


Clinical Instructor, Peripheral Vascular Surgery 
College of Osteopathic Physicians and Surgeons 


Early recognition by the laity of varicose veins 
and their attendant distressing complications is becom- 
ing more widespread, and as preventive medicine edu- 
cates the patient to realize that appropriate treatment 
should be instituted promptly, it behooves the general 
practitioner to become proficient in the management of 
varicose veins since the incidence is 15 per cent of the 
general population.* 

The purpose of this paper is to discuss the eti- 
ology, symptoms, diagnosis, and management of vari- 
cose veins, 

ETIOLOGY 


Primary Varices——These develop as a result of 
hereditary weakness in the structure of the vein walls 
and, to a less extent, in the valves. Because of the 
weakness the veins are unable to withstand the marked 
increase in pressure that results from prolonged stand- 
ing and the increased abdominal pressure which may 
develop from lifting, coughing, straining, chronic con- 
stipation, intra-abdominal tumors, pregnancy, ascites, 
and obesity. Familial tendency toward their occurrence 
is strong, for many patients state that one or both of 
their parents and/or grandparents suffered with vari- 
cose veins. Frequently sisters and brothers are both 
afflicted, and not uncommonly the patient’s children may 
be similarly affected. 

Secondary Varices.— 


An obstructive lesion such as thrombophlebitis, 
particularly iliofemoral, is the principal cause of sec- 
ondary varices. In some cases there is enough perma- 
nent obstruction of the iliofemoral vein to increase the 
venous pressure and produce considerable strain on the 
superficial veins which of necessity must maintain col- 
lateral circulation. However, destruction of the valves 
of the iliofemoral veins almost invariably follows ilio- 
femoral thrombophlebitis, and although the lumen of 
the vein may be restored to a considerable degree of 
patency, the loss of the valves is sufficient to throw an 
unusual amount of strain on the superficial veins. 

Whatever the cause of the increase in venous pres- 
sure, the end-result is a varicose vein, the essential 
pathologic changes being (1) an increase in the trans- 
verse diameter and circumference, (2) elongation and 
tortuosity, (3) loss of elasticity from an increase in 
fibrous connective tissue in the walls, and (4) incom- 
petency of the valves. 

One or all of these conditions affecting the internal 
or great saphenous vein and its tributaries and/or the 
lesser saphenous vein will permit a retrograde or back- 
ward flow of blood beginning usually at the fossa 
ovalis. In time, with progressive degenerative changes 
of the veins, it will reach the foot, giving rise to venous 
stasis as a result of the extensive congestion in the 
venules and capillaries. > 

This increased tissue pressure plus the lack of 
oxygenation and nutrition aids in the development of 
the secondary effects or complications of varicose veins 
such as edema, eczematoid dermatitis, usually confined 
to the skin over the varices, diffuse eczema in the 


*Presented at the Fifty-Ninth Annual Convention of the American 
Osteopathic Association, Los Angeles, July 21, 1955. 
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chronic venous insufficiency state, pigmentation, and 
eventual ulceration. 
SYMPTOMS 


Inasmuch as there is a higher incidence of varicose 
veins in women, it is understandable that one of the 
first complaints is unsightliness, whether due to the 
sunburst or spider web type of venous engorgement or 
to the progressive enlargement of the veins in the 
saphenous system. Symptoms are due to increased 
venous pressure and stasis and may be classified as 
subjective and objective. 

The more common subjective symptoms are (1) a 
burning sensation in the veins, (2) fullness of the 
veins and the legs, (3) aching of the veins in the legs, 
(4) tenderness over the veins (in women these four 
symptoms are increased in severity before and during 
the menstrual period), (5) increase in the tendency of 
the leg muscles to fatigue easily, (6) pains and aching 
or muscular cramps in the feet and legs upon retiring, 
(7) itching over the veins which intensifies as derma- 
titis or eczema develops, and (8) pigmentation. 

Objective symptoms will vary from those of the 
early stages of varicose veins to those of advanced, en- 
larged, or prominent varicosities, either primary or 
secondary, slight or marked edema in the late after- 
noon, eczema or eczematoid dermatitis, cellulitis or 
induration, and ulceration. 

There is no particular relationship between the 
number and severity of symptoms and the extent of 
the varicosities. Many patients with minimal varices 
complain of symptoms entirely disproportionate to the 
actual pathologic change and, conversely, many patients 
with grossly enlarged veins state that the veins do not 
bother them in any way. Apparently the patient’s hy- 
persensitivity and degree of chronic nervous exhaustion 
affect the number and severity of the symptoms. 


DIAGNOSIS 


After the history has been taken and the symptoms 
noted, the patient should be given a general physical 
examination. Routine laboratory procedures are per- 
formed such as a Wassermann test, a blood count, a 
blood sugar test, and a urinalysis. 

The examination for varicose veins should be 
made with the patient in the erect position, preferably 
standing on a low set of steps or a table with a firm 
hand rail or bar for support. Both lower extremities 
should be completely exposed from the groin to the 
toes and illuminated with a good light. With the ex- 
aminer seated comfortably on a low stool, the great 
saphenous vein should be inspected and all sacculation 
points noted. The great saphenous vein is palpated 
from foot to groin. In obese patients quite frequently 
the size, tortuosity, and course of varices may be de- 
termined only by palpation. 

Percussion Pulse Transmitted—Next the percus- 
sion pulse transmitted test is performed to detect in- 
competency of the valves. The fingers of one hand are 
placed over the course of the vein on the medial aspect 
of the thigh; the fingers of the other hand are used to 
percuss the varicose veins in the lower part of the leg, 
usually along the medial aspect of the calf. When a 


d 
| 
t 
| 
1 


Volume 55 
Number 4 

rcussion or water hammer impulse or pulse wave is 
definitely felt in the thigh, the procedure is reversed. 
The upper hand is used to percuss the vein in the 
thigh, and the impulse is sought in the lower leg. When 
the impulse has been felt over the entire length or from 
the groin to knee and/or from the knee to ankle, the 
incompetency of the great saphenous vein has been 
proved. The lesser saphenous vein and the secondary 
branches as they course about the thigh can be tested 
in the same manner. 

Trendelenburg Test.—The Trendelenburg test is 
the next diagnostic procedure. The patient lies on the 
table and elevates the leg to a 45-degree angle, and the 
blood is then massaged out of the veins. With the 
fingers, pressure is applied over the upper portion of 
the great saphenous vein to prevent a retrograde flow. 
‘While this pressure is firmly maintained, the patient 
standg erect and filling or absence of filling is observed 
for 20 to 30 seconds. The test is positive when, after 
finger pressure is released, filling from above down- 
ward is observed. If the vein fills quickly during this 
period, the communicating veins are also incompetent, 
and the result is designated as double positive. 

Perthes’ Test.—This test may be used to determine 
the patency of the deep veins at various levels. The 
saphenous vein is constricted by means of a tourni- 
quet, and the patient is requested to exercise by walking 
vigorously. If the deep veins are patent, the movement 
of the muscles of the leg will aspirate the blood from 
the superficial veins and they will collapse. Placing the 
tourniquet at various levels on the thigh and leg will 
indicate at which level the communicating veins become 
incompetent and the deep veins blocked since varicose 
veins below the tourniquet become more pronounced. 
If the deep veins are not patent, there will be no means 
by which the blood can escape, the superficial veins will 
not collapse, and the patient will experience pain in the 
calf of the leg. 


With the information from these three tests, 
whether the great saphenous vein is incompetent in its 
entire length or in part has been established, and the 
status of the communicating veins has also been 
learned. From the history and examination, the pres- 
ence or absence of previous thrombophlebitis, the de- 
gree of venous obstruction, if any, and any associated 
complications have been determined, and a definite 
diagnosis may be made. 

TREATMENT 

Regardless of the patency of the deep veins, a 
varicose flow in the superficial veins must be eliminat- 
ed by obliteration of the vein; otherwise all of the de- 
teriorating effects of the retrograde flow cannot be 
relieved. A philosophy of management should be adopt- 
ed which takes into consideration not only the more 
modern treatment of varicose veins but the desires, 
physiologic status, and physical capacity of the patient. 

Patients can be divided into four categories: (1) 
Those who will tolerate treatment no more drastic than 
the wearing of an elastic bandage, despite the fact that 
much more radical therapy is indicated, (2) those who 
will permit sclerotherapy plus bandaging, (3) patients 
willing to wear bandages and submit to sclerotherapy 
and high saphenous ligation, and (4) those accepting 
all the care given to the others plus stripping. 

It is frequently found that by proper handling 
most patients in the first and second groups will ac- 
quiesce to therapy designed to give them more perma- 
nent relief. It is well to remember that treatment is 
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directed toward elimination of the retrograde flow of 
blood and obliteration of the varices rather than re-es- 
tablishment of a normal flow. 

Reversal of the retrograde flow in the extremities 
of all patients is of prime importance and, because of 
this, all patients are instructed to elevate their legs at 
every opportunity during the day and to raise the foot 
of the bed 2 to 4 inches at night, depending upon the 
severity of the varices and the amount of edema that 
has developed by evening. 

As the early recognition of varicose veins is be- 
coming more widespread, the physician is asked to in- 
stitute appropriate methods of treatment to prevent the 
development and progress of the condition. To this 
end the use of pressure bandages to decrease congestion 
of the leg tissues and compression of the varicose veins 
is begun as the first, and an important, step in the 
treatment regimen. 


Sclerotherapy.— 
Once the patient has become accustomed to the 


pressure bandage, which should be either a 3- or 4-inch 
Ace no. 8, the next step in therapy, injection and 
sclerosing of the varices, may be instituted. 

The position of the patient, whether standing or 
reclining, is a matter of preference, but physicians pre- 
fer starting sclerosing treatment as near to the terminus 
of the saphenous system as possible, with the patient 
standing. This permits sclerosing many smaller varices 
that would not fill sufficiently to allow detection or 
injection if the patient were supine. 

Equipment : 

Equipment needed to treat varicose veins and their 
complications adequately must include: 

Tourniquet 

Eccentric tipped 5-cc. syringe 

Short-beveled needles, 25-, 26-, or 27-gauge, pref- 
erably 5% inch long 

Sclerosing solution of choice: sodium morrhuate, 
Etalate, Monolate, Sylnasol, quinine and urea hydro- 
chloride, sodium tetradecyl sulfate in a 1 or 3 per cent 
solution, or Sotradecol 

Elastic adhesive bandages in 3- and 4-inch widths 

Elastic stockings—full or half length 

Gauze pad 1 by 1 by % inch; adhesive tape, 1 inch 
by 6 inches 

Unna boot 

Pressure bandage—a woven elastic bandage in 3- 
or 4-inch width, preferably Ace no. 8 

Ointments: zinc oxide, antibiotic—penicillin or 
those in the broad spectrum group. 

Technic of Injection: 

After the injection site has been chosen and as 
much blood as possible has been expressed from the 
area, a tourniquet may be firmly applied above the in- 
tended site. The 5-cc. eccentric tipped syringe fitted 

with a 54-inch, 25-, 26-, or 27-gauge needle, having 
been previously filled with 1 to 3 cc. of sclerosing solu- 
tion, is grasped so that the barrel lies as nearly flush as 
possible with the skin. In this position, with the fingers 
braced against the skin, the injection of the needle into 
the vein can be accomplished and controlled by the 
smooth but firm action of the fingers rather than the 
more jerky and jabbing action associated with wrist 
or elbow action. The fingers braced against the leg 
also tend to prevent the progression of the needle on 
through the vein as injection pressure is exerted. 

It has been found that by sclerosing short, 3- to 
6-inch sections of the vein at a time it is possible to 
keep that portion collapsed so that the traumatized 
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intima may be kept in apposition to produce a venous 
obstruction and permanent occlusion by cicatricial 
transformation of the primary granulation tissue. The 
compression is made and maintained from the time the 
needle is withdrawn, first with the pad of gauze be- 
neath the adhesive tape, which is applied firmly over 
the injection site and left in place approximately 5 
minutes. This type of compression is removed at the 
time the tourniquet is released, and 3-inch elastic adhe- 
sive strips are applied tightly in a spiral lifting manner 
around two thirds of the circumference of the leg ; they 
are left in place for 48 hours or as long as the injection 
site remains tender to pressure. 

The technic of piercing the skin, easing the pres- 
sure to allow the vein to assume its full diameter again, 
and then letting the needle enter the vein prevents the 
two walls from being pressed together and an unsuc- 
cessful search for the lumen being carried out beneath 
the vein. Once the lumen is found and an active return 
flow of blood is obtained in the syringe, the solution 
should be injected fairly rapidly while the site is ob- 
served for swelling, which indicates that a portion of 
the needle bevel is not completely within the lumen. 
Any sensation of burning at the site is also an indica- 
tion that the solution is entering tissue, and the needle 
should be withdrawn and immediate compression ap- 
plied. 

Accidental perivascular injection may cause rela- 
tively slight discomfort, or it may cause severe inflam- 
mation, tissue necrosis, and sloughing. The cosmetic 
result to the patient is most distressing, and the un- 
sightly area remains to plague the physician for many 
weeks. Any solution that will sclerose a vein is capable 
of causing considerable damage if it enters perivascular 
tissue. 

The permanency of successful sclerotherapy de- 
pends to a large degree upon the attention given not 
only to the injection of the sclerosing agent but to the 
length of the section of the vein to be sclerosed in rela- 
tion to the volume of the agent used, and the important 
compression phase described above. 

Many experienced physicians feel that properly 
sclerosed veins, supported by adequate pressure ban- 
dages as needed, can be expected to remain obliterated 
for many months and that an infrequent injection of an 
old site does not warrant condemnation of the proce- 
dure. 

Other Methods. 

Just as some varices may be controlled by pressure 
bandages alone and the management of more pro- 
nounced varices requires bandaging plus sclerotherapy, 
there is a larger group of varicose veins which, because 
of their magnitude and distribution throughout the 
thigh and leg and a positive or double positive finding 
in the Trendelenburg test, must be classified as requir- 
ing high saphenous vein ligation in addition to the more 
conservative care. There are also cases in which sec- 
ondary ligations must be done at all points where the 
communicating branches join the saphenous vein. 

The technic of high ligation and segmental. resec- 
tion of the saphenous vein and its tributaries at the 
femoral junction will be discussed in another paper. 

There is a decided difference of opinion as to the 
correct management of varicose veins: conservative 
management consisting of pressure bandages, sclero- 
therapy, high ligation, and segmental resection of the 
saphenous vein plus needed secondary ligation, or the 
more modern regimen of high ligation and segmental 
resection plus stripping of the vein from the groin to 
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the ankle and subsequent sclerotherapy as may be 
needed. 


There is a wealth of statistics to substantiate pro- 
ponents of both sides, so it would seem that the general 
practitioner must choose the regimen that suits his 
particular ability and that will produce the best results 
for his patient with a minimum of discomfort and <is- 
ability. 

The advocates of ligation, stripping, and sclero- 
therapy admit that some varicose veins, because of pre- 
vious thrombosis or tortuosity, do not lend themselves 
to stripping and that the stripping procedure requires 
hospitalization for several days plus the use of a gen- 
eral anesthetic. They feel that in selected cases the 
added disability and expense are compensated by more 
permanent results. 

Those favoring more conservative therapy are firm 
in their belief that the rate of recurrence ascribed to 
their method of treatment is not as high as it is esti- 
mated by opponents of the method. The proponents 
feel that, if at the time of the high ligation, meticulous 
care is given to searching out and ligating all branches 
at the saphenofemoral junction, ligation of the acces- 
sory saphenous vein if it is discernible, and secondary 
ligation of all communicating branches, plus retrograde 
injection of 5 cc. of a sclerosing agent into the saphe- 
nous vein, the recurrence rate would be less than the 
percentage usually ascribed to their procedure.** They 
also feel that constant vigilance on the part of the pa- 
tient and reporting for frequent check-up examinations 
are necessary so that early varices may be discerned 
and, if a minimal injection is needed at a new or old 
site to maintain saphenous obliteration, it can be done 
easily at that time. 

This routine of observation and aftercare is con- 
sidered an important phase in the over-all management 
of varicose veins and should follow both the conserva- 
tive and the stripping-sclerotherapy regimens in order 
to give the patient a continuous, completely controlled 
venous state that will approximate the normal venous 
flow as closely as possible and which can be maintained 
indefinitely. 

Treatment of Complications — 

The management of varicose veins must include 
the treatment of the complications such as edema, 
eczema, eczematoid dermatitis, cellulitis, chronic venous 
insufficiency, and ulceration. 

Inasmuch as these conditions are a result of in- 
sufficiency or stasis of the venous blood flow in a lo- 
calized area or in the entire extremity, specific treat- 
ment directed toward the relief of the complications 
must be instituted concurrently with obliteration of the 
varicose veins. 

The control of edema during the day is of the 
utmost importance and is usually accomplished with an 
Ace no. 8 pressure bandage 4 inches wide. In some 
cases the pressure bandage is used over an elastic 
stocking to give added support, or two pressure ban- 
dages can be used on the leg if necessary for adequate 
control of edema. Elevation of the feet as much as 
possible during the day and raising the foot of the bed 
during the night will also aid in reducing subcutaneous 
edema. 

In the event that treatment was not instituted early 
enough to control edema, and dermatitis or eczema has 
developed as a result of the slowing of the circulation, 
more substantial support must be applied to obtain a 
reduction in congestion of the venules and the absorp- 
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tion of the tissue fluids. Application of a bland oint- 
ment on gauze flats sufficient in size to cover the in- 
volved area, which is usually on the medial aspect of 
the ankle, will aid in reducing skin irritation. The foot 
and ankle and as much of the leg as necessary are then 
snugly wrapped with an elastic adhesive bandage which 
may be left in place for 1 or 2 weeks. The dressing 
and cast are removed, the condition is observed, and 
then the dressing and cast are reapplied as many times 
as needed to effect healing. 


When dermatitis or eczema involves the entire leg, 
it has been found that the application of an Unna boot 
supported by elastic adhesive gives excellent results 
both in healing and in the length of time required for 
healing. 

The above treatment is usually sufficient to control 
and relieve subacute or chronic cellulitis, but complete 
bed rest with elevation may be necessary to reduce in- 
flammation. 

A common disabling manifestation of chronic 
venous insufficiency is ulceration which develops when 
there is marked malnutrition of the skin following the 
degenerative stages of tissue pressure, congestion, 
cyanosis, and necrosis. The necrosis may be initiated 
by trauma to the poorly nourished skin whose healing 
power is sluggish. Ulcers most commonly occur in the 
-egion of the internal malleolus or at any site where 
there has been chronic indurated cellulitis or consid- 
erable eczematoid dermatitis. 


Treatment for the ulcer, in addition to care of the 
varicosities, consists of any combination of pressure 
bandage, elastic adhesive, or a cast over a gauze ban- 
dage and bland ointment, or the additional use of a 
sponge rubber pad over the ulcer site with a snug com- 
pression bandage or elastic adhesive support of the leg 
to the knee. 

Ulcer healing is usually quite rapid with this treat- 
ment, unless there has been an inflammatory process 
causing subcutaneous fibrosis and brawny induration, 
which upon shrinking creates scar tissue and fibrosis in 


1. Meisen, V.: Cited by Allen, E. V., Barker, N. W., and Hines, 
E. A., Jr.: Peripheral vascular diseases. Ed. 2. W. B. Saunders Co., 
Philadelphia, 1955. 


VARICOSE VEINS—KING 


REFERENCES 


255 


the ulcer margin, thereby materially slowing the healing 
process. 

Varicose veins frequently form during pregnancy, 
and pregnancy also greatly aggravates previously exist- 
ing varicose veins, not only in the legs but also about 
the vulva and labia. These dilated veins become quite 
sensitive, they may be unbearably painful, and occa- 
sionally they become macerated and burst. 

Some relief may be obtained by injection, support 
and compression, and ligation of the pudendal branch 
at the time of the saphenous vein ligation. There seems 
to be no reason why the venous incompetency of the 
entire leg should not be treated during the course of 
pregnancy, as sclerotherapy, ligation, and/or stripping 
have no unfavorable influence upon pregnancy. In ad- 
dition, treatment serves as a prophylactic against phle- 
bitis, which frequently is a postpartum complication. 

SUMMARY 

The treatment of varicose veins has swung like a 
pendulum from early extirpation, excision, and burn- 
ing, through the phase of injection of corrosive solu- 
tions of 100 years ago, to injection of milder sclerosing 
agents and the technics of ligation and stripping of the 
last 20 years. 

Whether the physician chooses as best suited to 
the needs of his patient the more conservative care as 
encompassed by bandaging, sclerotherapy, and high 
ligation or the more modern procedure of high ligation, 
s‘ripping, and subsequent sclerotherapy, he is assured 
of obliteration of the varicose vein and improvement in 
the venous flow from the extremity. 

The improvement of the physiologic state of the 
tissue of the extremity attendant to the change in the 
venous flow plus specific treatment directed toward re- 
lieving the patient of the distressing complications as- 
sures the physician that his patient will soon have a 
completely controlled venous state. Saphenous oblitera- 
tion can be maintained indefinitely by frequent exami- 
nations and occasional injections if early varices are 
observed. 


707 S. Hill St. 


2. Barrow, D. W.: Clinical management of varicose veins. Paul 


B. Hoeber, New York, 1948. 
3. Foote, R. R.: Varicose veins. C. V. Mosby Co., St. Louis, 1949. 


Chronic disease is the most important, urgent and complex 
problem with which the medical profession and society cur- 
rently are concerned. It constitutes the greatest possible chal- 
lenge since the problem of the chronically ill individual is one 
which science and the community has created. As a result of 
the eradication of infectious diseases as a major cause of death 
and the establishment of public health measures to prevent 
many fatal illnesses and accidents, many individuals live to an 
age when they become potential victims of those long-term ill- 
nesses whose etiology and treatment are still enigmas. 

Chronic illness is closely interwoven with the increase of 
the geriatric population. This relationship is of the utmost sig- 
nificance because the average duration of illness increases pro- 
gressively with age. Many of the common chronic diseases 
occur principally in the older age group. 

For the reasons previously stated, this segment of our pop- 
ulation has been steadily increasing in size. As of July 1, 1954, 
the population in the United States age 65 and over was 
13,715,000. The population at ages 45 and over was 46,592,000. 


CHRONIC DISEASE 


It is expected that by 1975 this number will reach 64,000,000. 
A significant percentage of this group will be afflicted with a 
long-term illness whose cure is impossible with our current 
scientific knowledge. 


An idea of the magnitude of this problem can be gained 
from statistics which show that out of every 1000 persons who 
are well at age 45, approximately 10 per cent will acquire 
during the next five years a chronic disease or major impair- 
ment which will require periodic medical treatment or constant 
medical care for the remainder of their lives. Nearly 25 per 
cent of those who are well at age 60 will develop a chronic 
ailment within the ensuing five years; 40 per cent at 70; 57 per 
cent at 80; and 90 per cent at 90. In other words, with the 
increase in the number of old people the number of chronically 
ill individuals will also increase. Over one-half of this chronic 
disease burden is borne by the one-third of the population over 
age 45.—Seymour Lionel Halpern, M.D., Health News,.Sep- 
tember, 1955. 
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A survey of past records reveals that treatment of 
varicose veins is not confined to the contemporary age. 
From the time of Hippocrates to the present, gradual 
and steady advances in this field have taken place. This 
evolution has been possible because of a better knowl- 
edge of the anatemy of the vascular system and a 
better understanding of the physiology of circulation, 
and because of the specialized training of surgeons in 
peripheral vascular surgery. As a consequence, the 
treatment of varicose veins has progressed through 
three phases: (1) surgery, (2) sclerotherapy, and (3) 
a combination of the two. 

HISTORIC DEVELOPMENT 

Surgery.— 

A review of historic writings indicates that 
surgical treatment for varicose veins was under- 
taken as early as 500 B.C. Hippocrates treated this 
condition by traumatizing the veins and then bandaging 
the leg,'? and Galen (130-210 A.D.) tore out varicose 
veins by means of a hook.' By the seventh century 
Paulus Aegineta (625-690 A.D.) was performing liga- 
tion and section of the great saphenous vein and was 
one of the first early surgeons to describe the technic 
for the treatment of varicose veins.' Albucasis (1013- 
1106 A.D.) expressed the opinion that treatment should 
consist of incising the varicose veins in two or three 
places and cutting them out.! 

In 1797, Sir Everard Home added to the growing 
body of knowledge by being the first to recognize the 
downward pressure of the column of blood, but it was 
not until 1890 that Trendelenburg clearly presented to 
the profession the retrograde flow of blood and the 
reasons for ligation of the great saphenous vein.* 
However, he performed this operation at the junction 
of the lower and the middle two thirds of the thigh and 
consequently had many failures. In 1884, Madelung 
described the operation of removing the great saphe- 
nous vein in its entirety through a long incision on the 
thigh and leg,’ and, in 1896, Moore recommended the 
site 2 inches below Poupart’s ligament as the proper 
point for ligation of this vein.* 

In 1916, Homans gave a clear and complete dis- 
cussion of the pathology and reverse flow of blood in 
varicose veins,‘ and he advised ligation of the great 
saphenous vein above its collaterals in order to prevent 
recurrences. However, the forerunner of stripping as 
it is done today was Keller who in 1905 passed a wire 
through the lumen of the varicose vein and removed 
segments of it by stripping. In 1947 Linton advocated 
ligation of the great saphenous vein and its tributaries 
at the saphenofemoral junction, followed by stripping 
of the vein either to the ankle or to the foot level.° 

Sclerotherapy.—Sclerosing therapy was not de- 
veloped until the sixteenth century, when Ambroise 
Paré (1510-1590 A.D.) first used it in the treatment of 
varicose veins.‘ He applied an escharotic caustic to the 
varicose vein, causing the vessel to erode, and as the 
erosion healed, a hard cicatrix was formed. With the 
development of the hypodermic needle in 1851 by 
Pravaz, it became possible to treat varicose veins by 


*Presented at the Fifty-Ninth Annual Convention of the American 
Osteopathic Association, Los Angeles, July 21, 1955. 


direct injection of a sclerosing solution.* The earliest 
common solution used was perchloride of iron, which 
was very toxic. In the early 1900’s sugar, quinine, and 
sodium chloride were used as sclerosing agents, but 
none of these proved too satisfactory. In 1930, sodium 
morrhuate was introduced, and it is still an extremely 
popular sclerosing solution. 

Combination Surgical and Injection Treatmenit.— 
The combination of both types of treatment, surgery 
and injection, apparently was not attempted until B. 
Schiassi, who first reported its use in 1908, tried high 
ligation with retrograde injection of a sclerosing solu- 
tion in the treatment of varicose veins.* But it was not 
until the introduction of sodium morrhuate that such 
a combination became popular. This type of therapy 
was then used extensively until Linton’s introduction of 
ligation of the great saphenous vein and its tributaries 
at the saphenofemoral junction, followed by stripping 
of the vein either to the ankle or to the foot level. Any 
remaining varices not amenable to stripping were treat- 
ed by injection therapy after ligation and stripping. 

SYMPTOMS 

The recognition of the symptoms of varicose veins 
is imperative for successful treatment. Both subjective 
and objective symptoms are due to venous stasis. The 
usual subjective symptoms in the legs are aching, 
fatiguing easily, a feeling of fullness, swelling by the 
end of the day, and cramping at night. In women, 
these symptoms are accentuated before and during the 
menstrual period. However, the subjective symptoms 
of varicose veins may be varied. One patient with huge 
bulging veins may have no symptoms, while another 
patient with minimal varices may have severe ones. 
The objective symptoms of venous stasis, namely, 
hemosiderosis, replacement fibrosis, dermatitis, and 
ulceration, will become more pronounced the longer 
the varicosities are present. 

DIAGNOSIS 

To have a successful end-result following therapy 
for varicose veins, it is necessary to determine accu- 
rately the type present; many errors in diagnosis are 
due to incorrect classification. Varicose veins may be 
classified as follows: 

1. Primary or simple varicosities due to a con- 
genitally deficient valvular structure 

2. Secondary varicosities 

a. Post-thrombotic varicosities due to previous 
thrombophlebitis and subsequent recannulization 

b. Compensatory varicosities due to an increase 
in venous back-pressure from femoral thrombophlebi- 
tis, obliteration of the deep venous system, pelvic tu- 
mors, and cirrhosis of the liver 

3. Arterial varicosities due to arterial connections 
with the veins. 

A careful history and examination of the patient 
is a prerequisite to successful treatment. The history 
will reveal the length of time the varices have been 
present, as well as previous femoral thrombophlebitis. 
trauma to the veins, and other pertinent facts. Physi- 
cal examination will indicate whether or not the valves 
of the veins are competent and, if they are not, the 
level of the incompetency. The arterial system is also 
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evaluated, as is the patency of the deep venous system. 
The usual tests in the diagnosis of varicose veins are: 
(1) the Trendelenburg test, (2) the percussion pulse 
transmitted or Schwartz test, and (3) Perthes’ test or 
a modification of it. 
TREATMENT 

/ndications—Any time a diagnosis of superficial 
primary or post-thrombotic varicosities is made, liga- 
tion and stripping of the varicosed veins are indicated, 
providing there are no contraindications to the proce- 
dure. However, secondary compensatory varicosities 
and arterial varices cannot be treated in this manner, 
for the results will be unsatisfactory. 

Contraindications—The contraindications for li- 
gation and stripping of varicose veins are: (1) inade- 
quacy of the femoral vein, (2) infection, (3) general 
systemic diseases, and (4) a limited life expectancy. 
Inadequacy of the deep femoral system is, according 
to Pratt,® a contraindication. Frequently, however, the 
femoral vein is ligated and at the same time the great 
and/or lesser saphenous veins are ligated and stripped.® 
Inadequacy of the great saphenous vein and/or the 
fernoral vein due to active thrombophlebitis definitely 
contraindicates the stripping procedure. Ulceration 
dees not contraindicate ligation and stripping unless 
the ulceration is secondarily infected. Any infection on 
the leg contraindicates venous surgery until the infec- 
tion is cleared. General systemic diseases, such as 
diabetes mellitus and congestive cardiac failure, must 
be controlled before surgery is performed. Of course, 
a limited life expectancy should contraindicate this type 
of surgery. At the present time, pregnancy* and 
arteriosclerosis obliterans® are not considered contrain- 
dications to ligation and stripping procedures. 

Method.— 

As a result of the numerous recurrences fol- 
lowing treatment by sclerotherapy or by the combi- 
nation of high ligation and sclerotherapy, high ligation 
and stripping procedures are now performed. Ligation 
and stripping of the great saphenous vein is a hospital 
procedure. Necessary laboratory work consists of a 
serologic test, a complete blood count, determination of 
clotting and bleeding time, and urinalysis. A general 
anesthetic is required. The anesthetic may be spinal or 
Pentothal induction, supplemented with nitrous oxide, 
ethylene, cyclopropane, or ether. Prior to surgery, the 
courses of the varicose veins are marked with marking 
ink. The pubic area and the legs are shaved, surgical 
preparation is made from the level of the umbilicus to 
the toes, and the feet are wrapped in sterile towels. 

A 3-inch oblique incision paralleling Poupart’s 
ligament, is made over the fossa ovalis. The fossa 
ovalis is located approximately 2 cm. below Poupart’s 
ligament and just medial to the pulsation of the femo- 
ral artery. After the skin incision is made, the super- 
ficial fascia is incised. Then the great saphenous vein 
is exposed by blunt dissection. The external pudendal, 
superficial inferior epigastric,“ateral iliac circumflex, 
and all other veins at the fossa ovalis are doubly ligated 
and transected between the ties. A ligature is placed 
around the great saphenous vein, a clamp is placed on 
the vein distal to the tie, and the vein is transected be- 
tween the two. The saphenofemoral bulb is then dis- 
sected up to its junction with the femoral vein and is 
ligated flush with the femoral vein. The stump is 
transfixed and the redundant portion removed. 

_ Hemostats are then placed on the free end of the 
distal segment of the saphenous vein, a stripper is in- 
serted into the lumen of the vein, and the occluding 
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clamp is removed. Reflux bleeding is controlled by 
placing a ligature around the vein with the stripper in 
it. The stripper is passed distalward to the level of the 
medial malleolus, if possible. A second incision is made 
over the tip of the stripper, and the vein is exposed. 
A ligature is placed distal to the tip of the stripper, and 
the vein is transected between the tie and the tip of the 
stripper. Then, by steady traction, the great saphenous 
vein is stripped from the groin to the medial malleolus. 
Immediately following the stripping procedure, manual 
pressure is applied to the course of the removed vein 
in order to control bleeding. Such pressure applied for 
3 to 5 minutes will usually stop all capillary and small- 
branch bleeding. 

In some instances, it is impossible to pass the strip- 
per down the vein because it will “hang up” on a valve- 
leaf. In this situation, an incision is made over the 
great saphenous vein at the level of the medial mal- 
leolus, and the vein is exposed. Two ligatures are 
placed around the vein, and a clamp is placed on the 
vein proximal to the ties. The vein is transected be- 
tween the proximal ligature and the clamp. Hemostats 
are then placed on the free end of the proximal seg- 
ment, and the stripper is inserted into the lumen of the 
vein. The occluding clamp is removed, and reflux 
bleeding is controlled by placing a ligature around the 
vein with the stripper in it. The stripper is then passed 
up the vein to the groin incision, and with steady trac- 
tion on the proximal end of the stripper, the vein is 
removed. 

At times, it is necessary to make two or three 
secondary incisions along the course of the vein to be 
stripped in order to ligate large communicating 
branches, thus preventing subcutaneous hemorrhage. 
Also, if the vein is too tortuous to pass the stripper, 
secondary incisions may be necessary. 

The superficial fascia is closed with 00 chromic 
suture. This is also used for the ligatures. The skin 
is closed with 00 Dermalon. After closure, the thigh 
is supported with elastoplast tape, and the leg is sup- 
ported with an Ace bandage (No. 8, 4 inches) from 
the toes to the knee. The elastoplast support is not 
disturbed until the sutures are removed. The Ace 
bandage is worn as long as necessary, being removed 
at night. 

When the lesser saphenous vein is incompetent, it 
is stripped in a like manner, except that the skin inci- 
sion behind the knee is transverse and the fascial inci- 
sion is vertical. 

As soon as the patient has recovered from the 
anesthetic, ambulation is started. In 24 to 36 hours, 
the patient is discharged from the hospital and is in- 
structed to ambulate as much as possible. Any discom- 
fort is controlled by Empirin compound with % grain 
of codeine, every 4 hours as necessary. The patient is 
examined in 3 days to make certain that he is applying 
the Ace bandage correctly and that no complication has 
developed. In 5 to 7 days the elastoplast support on 
the thigh is taken off and the sutures are removed. At 
this time, any remaining varicose veins that were not 
amenable to stripping at the time of surgery, because of 
the small caliber of their lumen or tortuosity, are in- 
jected with a sclerosing solution. The administration 
of My-B-Den preoperatively and postoperatively will 
aid in the healing of stasis ulcers and stasis dermatitis. 

Complications —With an adequate knowledge of 
the anatomy of the peripheral vascular system, good 
hospital and surgical technic, support to the extremity, 
and early ambulation, the complications following liga- 
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tion and stripping are greatly reduced. Postoperative 
infections are seen infreyuently. However, owing to 
the location of the groin incision, secondary infection 
sometimes occurs. Postoperative hemorrhage seldom 
occurs if good surgical technic is used, if the patient 
has a normal clotting and bleeding time, and if the ex- 
tremity is supported as described previously. Very 
rarely will the patient develop femoral thrombophlebitis 
when early ambulation is instituted. However, it is a 
complication that must be kept in mind and treated if 
it occurs. The most disastrous complication is that 
which follows whenever an untrained operator mis- 
takenly ligates the femoral artery instead of the great 
saphenous vein. ~ 


RECURRENCES 

Varicose veins recur after ligation in 20 per cent 
of patients, according to Pratt.® Failures in treatment 
with recurrence of varicosities following ligation are 
due to: 

1. Ligating either the medial or lateral accessory 
saphenous vein instead of the great saphenous vein 

2. Ligation of the great saphenous vein below the 
saphenofemoral junction without ligating the branches 
at the saphenofemoral junction, with the result that the 
ligation is by-passed by the retrograde flow of blood 
through the patent branches 

3. Failure to ligate incompetent perforating 
branches 

4. Failure to ligate the lesser saphenous vein when 
incompetent (Pratt® states that 20 per cent of varicose 


VARICOSE VEINS—MATTOCKS 


ournal A.O.A, 
ecember, 1955 


veins are due to incompetency of the lesser saphenous 
vein). 

Recurrences following ligation and stripping proce- 
dures are rare. Recurrences do result, though, when 
there has been (1) faulty surgical technic, (2) errors 
in diagnosis, and (3) when new incompetent points 
break through. The last are unpreventable but re- 
spond to secondary resection. 


SUMMARY 

The treatment of varicose veins has progressed 
through various phases of development in surgery and 
sclerotherapy. Recurrences following ligation, sclero- 
therapy, or a combination of the two have been fre- 
quent. The most recent treatment for varicose veins is 
high ligation and stripping of the great saphenous vein 
(from groin to ankle), resection of the saphenofemoral 
bulb with ligation and transection of all branches at the 
saphenofemoral junction, and sclerotherapy to the re- 
maining varices that were not amenable to stripping. 
The lesser saphenous vein, when incompetent, is ligated 
and stripped from the popliteal fossa to the ankle. Be- 
cause recurrences have been decreased by this proce- 
dure, most vascular clinics in the United States now 
treat varicose veins in this manner. However, success 
in treating varicose veins will be in direct ratio to the 
surgeon’s knowledge of the anatomy of the vascular 
system, his understanding of the physiology of the 
circulation, and his training in peripheral vascular 
surgery. 


531 E. Roosevelt Rd. 
Long Beach, Calif. 
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EPIDEMIOLOGY 


What is included in “epidemiology?” Correctly defined, it 
is “the sum of human knowledge of epidemic diseases.” It is 
true the content has drifted far from this meaning in modern 
usage. The application is no longer restricted solely to epi- 
demics or even to the endemic incidence of infectious disease. 
On the other hand, the term as actually applied does not imply 
that this science or art represents essentially a specific limited 
body of medical knowledge as, for example, is found in other 
disciplines such as pathology, pharmacology, and bacteriology. 
The most proper definition is: “that branch of medical science 
which deals with the characteristics, etiology, and mode of 
transmission of diseases as indicated by the circumstances and 
conditions of their occurrence in nature.” Corresponding to this 
interpretation, the epidemiology of a disease is: “the charac- 
teristics of that disease with respect to the conditions and cir- 
cumstances of its occurrence in nature.” 

Although originally concerned solely with the explanation 
of the cause of epidemics, the term “epidemiology” of necessity 


had to become more inclusive. An epidemic is customarily 
described as an unusual increase in incidence or in the actual 
occurrence of disease. To explain epidemics, or even long-time 
trends, it is essential to understand the factors and the relation- 
ships that determine the usual levels of prevalence and charac- 
teristic distribution of diseases in the population. The term can 
also be broadened and appligd essentially to similar studies of 
acute diseases in animal and plant populations. 

The successful use of this approach in the solution of 
infectious disease problems has been followed by its extension 
to other health fields. It is recognized now that epidemiological 
techniques can be adapted with profit to the study of chronic 
diseases, acute toxic problems, nutritional deficiencies, accidents, 
and mental disease. These methods also have proved invaluable 
in assaying the effect of preventive procedures such as mass 
immunization, chemoprophylaxis, dust control, and similar pro- 
tective efforts—John J. Phair, M.D., The Journal of the 
American Medical Association, November 12, 1955. 
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1955 CLINICAL ASSEMBLY AT WASHINGTON, D.C. 

The Capital City of the United States gives to 
any group meeting held there a national significance, 
even though the group interests are restricted to par- 
ticular endeavors. It is not possible for individuals to 
live for 5 days in one of the world’s most significant 
and beautiful cities and not broaden their horizons, pro- 
fessional or business, as well as their own lives. 
Both persons and affairs tend to grow larger in vision 
and scope in that environment. 


It was good that the Clinical Assembly returned 
to Washington, D.C., after 4 years. For the American 
College of Osteopathic Surgeons it was the twenty- 
eighth annual meeting. And for it and the four par- 
ticipating organizations, the Osteopathic Academy of 
Orthopedics, the Osteopathic Hospital Association (in- 
cluding its auxiliary group, the Osteopathic College of 
Hospital Administrators), the Osteopathic College of 
Radiologists, and the Osteopathic College of Anesthesi- 
ologists, it was the fifth meeting as a coordinated group. 


The total registrants numbered a little under 1,000, 
exceeding any previous Assembly record. The Clinical 
Assembly is never a regional meeting, although those 
in attendance, since they are representative of certain 
specialties and of the profession’s hospitals, come from 
states that maintain no restrictions on osteopathic prac- 
tice. These areas now number thirty-eight and include 
all the populous states. Attendance at the Assembly is 
truly representative of the osteopathic nation. Wash- 
ington’s attraction as a place not only to be seen but 
experienced brought many families, some from as far 
away as the West Coast. Children were able to come 
with their parents, since arrangements had been made 
with their particular schools to give credit for such an 
unusual opportunity for observation at the place where 
history is continually being made. 
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Each participating group of the Clinical Assembly, 
as usual, met independently, both for its programs and 
for necessary organizational affairs. Occasional joint 
sessions of two groups but proved the rule. Previous 
to the opening of the Assembly proper, policy-making 
and executive bodies had been in session for several 
days. The opportunity was again taken by the certify- 
ing boards in surgery and radiology to meet and hold 
examinations. At the present the Board of Surgery 
acts for the anesthesiologists whose own board of spe- 
cialty certification is being processed organizationally. 


Currently there are eleven boards of certification. 
Not only members of the profession generally but many 
leaders of specialty colleges appear not to be acquainted 
with the fact that boards of specialty certification are 
constituted by and act for the American Osteopathic 
Association. It is important to remember, however, 
that certification in a given specialty is a sole preroga- 
tive of the Board of Trustees of the A.O.A., who alone 
possess the right to certify an individual as a specialist 
in a particular field of osteopathic medicine. The cer- 
tification program is a sharply defined one; it com- 
prises: completion of a 3-year training program; 2 
years of specialty practice; successful passage of an 
oral, written, and practical examination in the special- 
ty ; review of a specialist’s entire record of qualification 
by the Advisory Board of Osteopathic Specialists ; the 
Advisory Board’s recommendation to the A.O.A. 
Board of Trustees that an applicant be certified; and 
the Board’s approval. 


OPENING PROGRAM 


According to well-established custom the formal 
opening of the Assembly took place on Sunday eve- 
ning, this year on October 30. President J. Willoughby 
Howe (A.C.O.S.) called the Assembly to order at 
7:30 in the magnificent Presidential Ballroom of the 
Hotel Statler. He was flanked by the presidents of all 
the participating organizations; they were Dr. Walter 
R. Garard, Academy of Orthopedics; Mr. Keith Bow- 
ker, Hospital Association; acting for Dr. John H. 
Pulker, College of Radiologists, Dr. George B. Hy- 
lander, its vice president ; Dr. J. Calvin Geddis, College 
of Anesthesiologists. Seated on the platform with 
these officials were the Reverend Theodore H. Palm- 
quist, Foundry Methodist Church, Washington, who 
gave the invocation; Hon. Samuel Spencer, President 
of the Board of Commissioners of the District of Co- 
lumbia, who gave the address of welcome; and Dr. 
Chester D. Swope, the District’s most widely known 
osteopathic physician, chairman of the A.O.A. Depart- 
ment of Public Relations and head of the A.O.A.’s 
Washington office. Dr. Swope, in recognition of his 
professional lifetime of service to osteopathy, was also 
the honorary chairman of the 1955 Clinical Assembly. 
Honoring the Assembly by his presence and seated on 
the platform, Dr. Hobert C. Moore, President of the 
American Osteopathic Association, made appropriate 
introductory remarks. 


Trenery Lecture.— 


The opening exercises of the Assembly, after a 
brief interval, were followed by the Trenery Lecture, 
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given under the auspices of the College of Radiology 
by Dr. Edward P. Small, associate radiologist of the 
Detroit Osteopathic Hospital. The Lecture is becoming 
known as an annual event of interest and significance 
to all professional registrants and one open to them. 
Because of its importance there are no competing 
events. Dr. Small took as his subject, “An Evaluation 
of the Present Status of Carcinoma of the Lung as to 
Diagnosis, Therapy, and Prognosis.” THE JouRNAL will 
be privileged to publish his paper in the near future. 
Older members of the profession, as well as all ra- 
diologists, know that the Trenery Lecture commemo- 
rates the life and contribution of Floyd B. Trenery, 
and that the Lecture was instituted by the College of 
Radiology in 1943, shortly after Dr. Trenery’s death. 
The College of Radiology proposes that the treatment 
of the Lecture subject be of such scope that it will be 
of value to all professional registrants. The occasion 
was also marked by presentation to Dr. Small, as the 
lecturer, of the bronze Trenery medal, the third to be 
awarded at such a time. Readers will recall that the 
first medal to be struck from the die, a silver one, was 
given to Mrs. Floyd B. Trenery, widow of Dr. Tre- 
nery, in Los Angeles in 1953. The medal was de- 
signed by the distinguished artist, Reud Freund, and 
the die cast by well-known silversmiths of Philadelphia. 
The Trenery Lecture bids fair to become a noteworthy 
event of the entire Assembly, as it is intended to be, 
and a noteworthy annual event of osteopathic medicine. 


SCIENTIFIC PROGRAMS 


This year’s scientific programs were marked by 
unusual excellence. Attendance at programs of the 
various groups was most gratifying relative to the 
number of their registrants, a characteristic of the 
Clinical Assembly. All scientific programs were com- 
pleted by Wednesday except that of the College of Sur- 
geons, whose Thursday morning’s closing program, 
open to and attended by members of all participating 
groups, was presented by three distinguished guests. 
The guest speakers were: Charles P. Bailey, M.D., 
F.A.C.S., Philadelphia, head of the Department of 
Thoracic Surgery at the Hahnemann Medical College 
and Hospital in Philadelphia, speaking on “Surgery of 
Rheumatic Valvular Disease’; Kenneth K. Keown, 
M.D., Philadelphia, assistant professor of anesthesi- 
ology at the Hahnemann Medical College and Hospi- 
tal, who spoke on “Anesthesia in Cardiac Surgery” ; 
and William Likoff, M.D., Philadelphia, associate pro- 
fessor of medicine at the Hahnemann Medical College 
and Hospital, who discussed “Patient Selection for 
Cardiac Surgery — Preoperative and Postoperative 
Management.” 


COLLEGE OF SURGEONS 

The regular program sessions of the College of 
Surgeons were launched by President J. Willoughby 
Howe in his greeting to its members on Monday, Octo- 
ber 31, at9 a.m. Thereafter, the program, prepared by 
Dr. Arthur M. Flack, Jr., Philadelphia, moved for- 
ward successfully until its completion as reported above. 
There were more than thirty participants, seven of 
whom were especially qualified guest speakers. In ad- 
dition to the three guest speakers of Thursday morn- 
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ing, the following guests read papers: Gustav Halter, 
M.D., primarius of the Gynecological Service of the 
Allgemeines Krankenhaus of the City of Linz, Austria; 
John D. Reese, M.D., clinical professor of plastic sur- 
gery, Jefferson Medical College, Philadelphia; Francis 
C. Grant, M.D., professor of neurosurgery, University 
of Pennsylvania, Philadelphia ; and Raymond O. Olson, 
M.D., Boston urologist-in-chief, Cambridge City Hos- 
pital. 

The Annual Conclave of the College, at which all 
registrants were guests, was held in the Presideniial 
Ballroom October 31. This is a significant social and 
ceremonial event, centering around the inaugural of the 
incoming president, the acknowledgment of candidates 
for future membership, the roll call of new members, 
awards of the degree of fellow, and the bestowal of 
life membership. Life membership was granted to: 
Drs. Byron L. Cash, Des Moines, Iowa, Glen D. Cay- 
ler, Los Angeles, J. Francis Guyton, Los Angeles, An- 
ton Kani, Trenton, Michigan, and Albert B. Wheeler, 
Carthage, Missouri. The degree of fellow was awarded 
to the following: Drs. Gordon S. Beckwith, San An- 
tonio, Texas, W. Howard Coke, Pasadena, California, 
Robert P. Haring, Bakersfield, California, Golden J. S. 
Rambo, Los Angeles, and Francis J. Smith, D.O., 
Philadelphia. The posthumous degree awarded Dr. 
Wilbur T. Hurt was accepted by Mrs. Hurt of Los 
Angeles. 


The new president of the College is Dr. J. Donald 
Sheets, senior surgeon in the Department of Surgery 
at the Detroit Osteopathic Hospital. Dr. Troy Mce- 
Henry, Los Angeles, was named president elect. Drs. 
James O. Watson, Columbus, Ohio, and Charles L. 
Ballinger, Toledo, Ohio, each a past-president of the 
College, were elected as vice president and secretary- 
treasurer respectively. 


Members elected to the Board of Governors for 
three-year terms were Drs. Karnig Tomajan, Boston, 
Don E. Ranney, Grosse Pointe Woods, Michigan, and 
J. Gordon Epperson, Oakland, California. Dr. How- 
ard C. Baldwin, Tulsa, Oklahoma, was elected for a 
l-year term. Dr. Orel F. Martin and Mrs. Esther F. 
Martin, Coral Gables, Florida, continue as executive 
secretary and as executive assistant of the College. 


The evening of Wednesday, November 2, was 
again given over to the total Assembly, a banquet fol- 
lowed by a program of entertainment. 


A scheduled visual education program was run for 
4 days—color films depicting surgical operations. Davis 
and Geck, Inc., provided the numerous films used and 
the College appreciated its courtesy. 


Urological Section—For the first time members 
of the College especially interested in urological sur- 
gery met as a separate section, with a specific program 
of interest to this group. For the sake of efficiency the 
group is maintaining a skeleton organization, of which 
Dr. E. B. Jones, Los Angeles, is the Honorary Chair- 
man. Drs. A. A. Choquette, Kansas City, Missouri, 
George F. Scouten, Long Beach, California, and Mar- 
shall Blackstone, Allentown, Pennsylvania, are chair- 
man, vice chairman, and secretary-treasurer, respec- 
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tively. Dr. H. Willard Sterrett, Jr., Philadelphia, is 
the 1956 program chairman of the section. 
HOSPITAL ASSOCIATION 

Registration of this section of the Assembly in 
point of numbers ranked second among the five and is 
good evidence of the dedication of hospital adminis- 
trators to the responsibilities of their positions. The 
Hospital Association is making great strides by the 
year, consistent with the phenomenal growth of osteo- 
pathic hospitals. 


The program started in full on October 31, under 
the leadership of Mrs. Alixe P. Nuzum, Des Moines 
General Hospital, program chairman. The Associa- 
tion’s programs are marked by a pre-eminent practi- 
cality, so that every type of osteopathic hospital will 
find its problems given consideration. A feature that 
met with much enthusiasm was that which closed the 
meeting, three “Problem Clinics,” concerning Small 
Hospital Problems, Building Programs and Remodel- 
ing, and Personnel Relations. Each clinic was con- 
ducted by a panel of four. 


The Association elected the following officers for 
1955-1956: President, Mrs. Alixe P. Nuzum, admin- 
istrator, Des Moines General Hospital, Des Moines, 
Iowa; president-elect, Mr. Philip Rosenthal, adminis- 
trator, Metropolitan Hospital, Philadelphia; first vice 
president, Mr. Heber Grant, administrator, Burbank 
Hospital, Burbank, California; second vice president, 
Mr. Irvin Biggs, administrator, Rocky Mountain Os- 
teopathic Hospital, Denver; secretary-treasurer, Mrs. 
Byron (Evelyn) Axtell, administrator, Axtell Osteo- 
pathic Hospital, Princeton, Missouri. New trustees 
are: District I, Mrs. Lois Beane, R.N., administrator, 
Bangor Osteopathic Hospital, Bangor, Maine ; District 
V, Mr. John Zemke, administrator, Mt. Clemens Gen- 
eral Hospital, Mt. Clemens, Michigan; District XI, 
Mrs. Margaret Petersen, administrator, Albuquerque 
Osteopathic Hospital, Albuquerque, New Mexico. Re- 
elected trustees were: District III, Miss Sylvia Frum- 
kin, administrator, Northwest Hospital and Clinic, 
Miami, Florida; District VII, Mr. George A. Fuller, 
Jr., administrator, Lakeside Hospital, Kansas City, 
Missouri; District XI, Dr. Merle Griffin, Corpus 
Christi, Texas. 


The Association held its annual banquet on Octo- 
ber 31. 


The young College of Osteopathic Hospital Ad- 
ministrators (now in its third organizational year), a 
small group of long and broadly experienced adminis- 
trators, met on October 29 and 30 for a study of the 
more complex and advanced aspects of hospital man- 
agement. Officers for 1956 are as follows: President, 
Mr. Heber Grant, Burbank Hospital, Burbank, Cali- 
fornia; vice president, Mr. A. C. Parmenter, Still Os- 
teopathic Hospital, Des Moines, Iowa; and Mr. R. P. 
Chapman, re-elected as secretary-treasurer. The fol- 
lowing are new or re-elected members of the Board of 
Trustees of the College: Mr. George A. Fuller, Jr., 
Lakeside Hospital, Kansas City, Missouri; Mr. Philip 
Rosenthal, Metropolitan Hospital, Philadelphia; Mr. 
Irvin Biggs, Rocky Mountain Osteopathic Hospital, 
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Denver; Mr. B. Allan Sumner, Park View Hospital, 
Los Angeles. 
COLLEGE OF ANESTHESIOLOGISTS 

The high spot this year for the Anesthesiologists’ 
meeting—aside from a professional program of real 
educational value—was their second annual conclave, 
a ceremonial dinner held on November 1, at which Dr. 
William A. Gants, Providence, Rhode Island, was in- 
ducted as the 1955-1956 president, succeeding President 
J. Calvin Geddes, Mt. Clemens, Michigan. The degree 
of fellow was conferred upon four men: Drs. Harold 
H. Martin, Denver; Harry J. Petri, Jr., Portland, 
Maine; John S. Stratton, Alhambra, California; and 
Robert L. Thomas, Columbus, Ohio. New candidates 
were announced and new members presented to the 
College. The excellent professional program was the 
work of Dr. Petri. 

Officers for the coming year are Dr. Gants, presi- 
dent, Dr. Mahlon Ponitz, Detroit, president elect, Dr. 
Claire E. Pike, Long Beach, California, vice president, 
and Dr. Crawford M. Esterline, Kirksville, continu- 
ing as secretary-treasurer. A vacancy in the Board 
of Governors was created by the resignation of Dr. 
Amanda Marshall, Los Angeles, and Dr. Francis J. 
Smith of Philadelphia was appointed by President 
Geddes to fill it. The following were eiected as Gover- 
nors for 3 years: Drs. John S. Stratton, Alhambra, 
California, and Dr. Robert L. Thomas, Columbus, 
Ohio. 

This College is a young and most efficient organi- 
zation. Its greatest need is more candidates to meet 
present and future requirements of the osteopathic pro- 
fession’s phenomenal institutional growth. 

ACADEMY OF ORTHOPEDICS 

As is increasingly true of many osteopathic groups, 
the Academy of Orthopedics is growing into an or- 
ganization alert to the needs of its members, experi- 
enced in meeting those needs, and aware of the guid- 
ance necessary for its younger members. Its excellent 
program was enriched by several events carrying both 
professional and social significance. The past presi- 
dents of the Academy held their first luncheon as a 
group, now to be an annual event, as they are appointed 
to serve as advisors to the Academy’s Board of Direc- 
tors. Dr. Charles H. Brimfield, York, Pennsylvania, 
served as chairman of the luncheon meeting. 

The group presented Dr. Orel F. Martin, conven- 
tion executive of the Annual Clinical Assembly, with a 
wrist watch. This, they stated, was but a token of 
their appreciation for his aid throughout the years in 
encouraging the development and growth of the Acad- 
emy. Dr. Karl P. B. Madsen, Oakland, California, had 
a diversified and informative program planned . 

Dr. Madsen, as the newly elected 1955-1956 presi- 
dent of the Academy, with other new officers, was in- 
stalled at the annual membership session on Tuesday, 
November 1. Dr. Madsen succeeds Dr. Walter R. 
Garard, Los Angeles, this year’s president. Dr. John 
M. Wright, Toledo, was elected vice president. Drs. 
C. Robert Starks, Denver, and Robert O. Fagen, Des 
Moines, Iowa, were elected to the Academy’s govern- 
ing body, its Board of Directors. 
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NOTES AND COMMENTS 


COLLEGE OF RADIOLOGY 

The program of this College revealed the skillful 
and experienced hand of its president-elect and pro- 
gram chairman, Dr. A. G. Reed of Tulsa. Dr. Reed 
assumed the office of president at the annual dinner 
of the College, held on Tuesday night. 

The annual dinner of the College affords a time 
for warm renewal of friendships together with the an- 
nual installation of officers, bestowal of special recog- 
nitions and honors, and presentation of membership 
certificates. 

The occasion gave the Oklahoma Osteopathic 
Radiological Society an opportunity to honor their col- 
league, Dr. Reed, by presenting him with a plaque. 
The Oklahoma society’s president, Dr. W. E. Pool, 
Lindsay, made the award. 

Presentation of a jeweled key to Dr. John H. Pul- 
ker, the immediate past president, by Dr. D. W. Hen- 
drickson, long a leader in College affairs, establishes a 
recognition by the College for the services rendered by 
its presidents. 

President John Pulker, although remarkably re- 
covered from a recent serious illness, wisely shared 
his responsibilities throughout the week with Vice Pres- 
ident George B. Hylander, who assumed his role so 
efficiently and yet with such gracious restraint as to 
promise well for his responsibilities as the 1956 presi- 
dent-elect. 

Dr. Edward P. Small, Detroit, was made vice 
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president. Dr. F. A. Turfler, South Bend, Indiana, 
served his first year as secretary-treasurer in so effi- 
cient a manner as to merit his re-election. Dr. Charles 
L. Curry, Fort Worth, Texas, was elected as a mem- 
ber of the executive committee for 3 years. 

Specialty colleges have no connection with spe- 
cialty boards of certification other than that each col- 
lege must designate its appointments to the board of 
certification of the given specialty. This year’s appoint- 
ments to the Board of Radiology, made for 3 years, 
were Dr. Paul T. Lloyd, Philadelphia, and Dr. George 
W. Rea, Kirksville, Missouri. 


SCIENTIFIC AND TECHNICAL EXHIBITS 
The scientific exhibits of the Assembly thus far 
have been few in number, not a weakness, in that these 
exhibits are interesting and of high standard—a first 
essential. The 1955 exhibitors were six in number, the 
Philadelphia, the Kirksville, and the Kansas City Col- 
leges, and three individual exhibitors, Drs. Arnold 
Gerber, Philadelphia, A. A. Golden, Wilmington, Dela- 
ware, and K. Grosvenor Bailey, Los Angeles. 
Technical exhibits, twenty-four in number, were 
by firms of excellent reputation and a high sense of 
business ethics. That their cooperation was appreciated 
was shown by full attendance of physicians and sur- 
geons at the technical exhibits during the entire week. 
1956 
The 1956 Clinical Assembly is scheduled for De- 
troit, Michigan. 


Notes and Comments 


Stress and Disease.— 


“Ever since man first used the word disease 
he has had some inkling of the stress concept,” Dr. 
Hans Selye says in the article Stress and Disease 
which appears in Science for October 7, 1955. Dr. 
Selye, who is director of the Institute of Experi- 
mental Medicine and Surgery at the University of 
Montreal, Canada, has been working with the problem 
of stress and its relationships to disease for many 
years. He points out that many of the manifestations 
of stress are “nonspecific disease features,” such as 
malaise, aches and pains, weight loss, and anorexia, 
which are seen to some extent in most diseases, but are 
an exclusive part of none. They are the signs that per- 
mit human beings to distinguish between the conditions 
of illness and health, but the fact that they are general 
indicators rather than specific to any one disease has 
caused them to receive much less attention than that 
given to specific signs. The article notes that they have 
been regarded as less valuable to the physician than 
specific signs because they did not help him to recog- 
nize the “eliciting pathogen” of any particular disease 
or to prescribe an appropriate scientific cure. For the 
most part, all that is available for their treatment is a 
group of such unspectacular measures as rest, diet, 


protection against temperature extremes, and the use 
of salicylates for the relief of pain. 


The author defines stress as “a nonspecific devia- 


tion from the normal resting state . . . ” and the non- 
specific deviation as one that can be “produced by many 
or all agents, as opposed to a specific change, which is 
elicited only by one or few agents.” This clarification 
is desirable because of the fact that in earlier publica- 
tions the term “nonspecific stress” was invariably used, 
but was later simplified for the sake of brevity. It is 
emphasized that stress can be caused by physiologic 
function as well as damage to the organism and that it 
is not only the result of nonspecific action but the de- 
fense against it as well. The deliberate elicitation of 
nonspecific stress can have marked therapeutic value 
under proper conditions, but it is used with hesitation 
because the results of treatment can never be accurate- 
ly predicted. Such treatment includes measures like 
fever therapy, foreign protein injections, electroshock, 
and Metazol and insulin shock. 


The author notes that one of the fundamental dif- 
ferences between medieval and modern medicine is 
that the primary basis of medieval medicine was 
pure empiricism, while the basis of modern medicine 
is the attempt to “understand the mechanism of dis- 
ease . . . and to treat it by influencing well-defined 


262 Vi 
Ni 
Pp 
h 
d 
a 
ti 
h 
h 
I 
b 
it 
f 
P 
is 
p 
a 
e 
a 
il 
t 
a 
a 
( 
i 
1 
( 
1 
1 
| 

¢ 


Volume 55 
Number 4 


points along the pathways of its development.” He 
notes that up to the present time, most of our progress 
has been made along the lines of a specific treatment 
directed against a specific cause of a specific disease, 
and that we have learned little or nothing about “ra- 
tional, scientifically well-founded procedures that would 
help the body in its own natural efforts to maintain 
health quite apart from the attacks on the pathogen.” 
He feels that this is unfortunate because the causative 
agent cannot always be recognized, frequently cannot 
be effectively attacked if it is recognized, or, more 
important yet, the “elimination of the causative agent 
frequently does not cure, because the effects . . . may 
greatly outlast its actual presence in the body.” We are 
abjured to remember that it is the reaction to the 
pathogen that we experience as disease, and that the 
pathogen itself, whether a microbe, poison, or allergen, 
is important only as it causes untoward reactions. 


Dr. Selye notes that the problem is complicated, 
particularly in experimental work, by the fact that no 
agent produces stress as a pure and isolated phenom- 
enon, but that it is “invariably complicated by certain 
superimposed specific changes. . . .” In addition, there 
are numerous pathways of stress and the comparative 
importance of any given pathway is variable from spe- 
cies to species and even from individual to individual. 
The organism, of course, responds to stress by adapta- 
tion to it, which gives rise to the so-called diseases of 
adaptation which the author defines as “‘maladies’’ that 
are caused principally by errors in the adaptation syn- 
drome.” 


With the work of Pasteur, Koch, and their con- 
temporaries the concept of specificity was introduced 
into medicine, and the author believes that it has had 
great heuristic value up to the present time. It has led 
research workers into investigations of the ways in 
which the organism can develop “specific adaptive re- 
actions against individual pathogens . . .” and provided 
satisfactory treatment for many of the diseases that 
can be traced to specific pathogens. However, Dr. Selye 
notes that the general adaptation syndrome represents 
a different point of view. It contends that many dis- 
eases cannot be traced to a single cause, have no single 
specific pathogen, and hence no single specific treat- 
ment, but are “largely due to nonspecific stress and to 
pathogenic situations that result from inappropriate re- 
sponses to such nonspecific stress.” He adds that in 
his opinion research on stress will be most valuable if 
it is “guided by the principle that we must learn to imi- 
tate—and if necessary to correct and complement—the 
body’s own autopharmacologic efforts to combat the 
stress factor in disease.” 


* * * 


Heart Infarction and Cerebrovascular Accidents.— 


Cardiac infarction occurs in connection with cere- 
brovascular accidents in 10 to 15 per cent of such cases, 
according to Fred B. Rogers, M.D., writing in the 
Journal of the American Geriatric Society for Septem- 
ber, 1955. In addition, a cerebrovascular accident is 
found in a number of cases of coronary thrombosis. 
In a series of 134 cases of acute cerebrovascular acci- 
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dent (74 thrombosis, 53 hemorrhage, and 7 embolism) 
myocardial infarction was found in 19 cases. Dr. Rog- 
ers notes that the cardiac lesion may be relatively “si- 
lent” in the presence of the cerebrovascular accident. 
He recommends electrocardiographic study on all cere- 
brovascular accident cases. 

* * * 

Cigaret Advertising.— 

The Federal Trade Commission, concerned about 
the exaggerated claims made in cigaret advertising, 
particularly medical claims, has adopted a seven point 
guide for the use of its law enforcement agencies in 
policing such advertising, according to the Washington 
Report on the Medical Sciences for September 26, 
1955. Four of the points the Commission has warned 
that it will frown on are as follows: 

1. Representations of physical effects of smoking 

2. Unsubstantiated claims that one cigaret contains 
less nicotine, tars, or other substances than competing 
brands 

3. Statements that tie in cigaret smoking with wel- 
fare of respiratory tract, digestive system, nerves, or 
energy 

4. Claims that smoking in general, or use of any 
particular cigaret, carries medical approval of any sort. 

Other parts of the guide deal with false or in- 
accurate representations of sales volume, spurious 
testimonials, and false or misleading disparagement of 
other brands. 

* * 


Improving Health of American Indians.— 

American Indians are afflicted with eight times 
more typhoid, twenty-five times more infectious hepa- 
titis, and twenty-two times more dysentery than the 
general population of this country, according to the 
United States Public Health Service. This is primarily 
due to poor sanitary conditions on the reservations. 
However, present government policy is to allow Indians 
to leave the reservations to assume their rightful roles 
in the nation’s life. Thus they may carry diseases to 
the general population of the entire country. In an 
effort to improve living conditions and health on the 
reservations, the Public Health Service has started a 
program of training young Indians to aid in sanitary 
work among their people. As a start to the program, 
thirty young Indians from twelve states have begun 
this training. 

* * * 

Acute Respiratory Diseases.— 

To the physician who has observed a change in 
pattern in respiratory infections over the last several 
years, it will come as no surprise that “new” viruses 
apparently responsible for respiratory infections have 
been isolated and studied. This has made it possible 
to identify several infections which previously were 
caused by no known etiologic agent. From a clinical 
point of view, the common cold is at one extreme with 
primary atypical pneumonia at the other. In between 
two important diseases stand out: an influenza-like ill- 
ness termed “acute respiratory disease” or ARD and 
nonstreptococcal exudative pharyngitis. As a result of 
this work, which was reported in the American Journal 
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of Public Health for July, 1955, it is felt that the large 
group of respiratory diseases of unknown etiology can 
be reduced to some extent, and that there will emerge 
acute respiratory infections which will be clinically 
recognizable, etiologically identified, and epidemiologi- 
cally understood. 

* * * 


Radioactivity.— 

All known aspects of the biological and medical 
impact of radioactivity were explored at the Interna- 
tional Conference on the Peaceful Uses of Atomic 
Energy, popularly known as the Geneva Conference. 
In the Scientific American for October, 1955, C. A. 
Mawson, Ph.D., reviews these discussions in the article 
“Geneva: Biology.” It was pointed out that we are 
normally exposed not only to cosmic radiation but also 
to radiation from potassium 42 and carbon 14, which 
are found naturally in small quantities in the potassium 
and carbon we take into the body. We also accumulate 
small deposits of uranium, radium, and thorium in our 
bodies, a process which begins at birth. As a result, 
the total radioactivity in adult bodies averages the 
equivalent of 5- to 9-thousandths of a microgram of 
radium. The entire question of radiation risk was re- 
viewed against this background of natural, inevitable 
radiation. 

Recent animal experimentation indicates that the 
mouse gonad is fifteen times as sensitive to radiation as 
that of the fruit fly Drosophilia, which has long been 
used widely as the basis for calculating maximum per- 
missible dosages. From this it is strongly suggested 
that our present accepted safe limits of radiation may 
be too high and that it may be necessary to revise them 
sharply downward. It was also noted that in addition 
to the obvious effects of radiation, there are indirect 
health hazards such as a definite decrease in resistance 
to infection. There is evidence that radiation interferes 
with antibody production. 

The greatest industrial hazard from radiation is in 
uranium mining, but from the standpoint of the gen- 
eral population the chief hazard may come from radio- 
active wastes which accumulate as side products of 
atomic energy production. Investigators comment that 
fish in contaminated rivers may eat organisms in which 
radioactive phosphorus is concentrated, and thereby 
become unsafe for food. Also, cattle grazing on pas- 
tures near atomic installations may secrete substantial 
amounts of radioactive iodine in their milk. 

It was strongly contended at the Conference that 
the danger of genetic mutation from low level radia- 
tion is important enough to deserve thorough and in- 
tensive investigation. 


* * * 


Dextran as Plasma Expander.— 

Dextran appears to be the most useful synthetic 
plasma volume expander now available, according to a 
statement in the United States Navy Medical News 
Letter for July 8, 1955. The following statement was 
approved by the Division of Medical Sciences, Na- 
tional Academy of Sciences, National Research Council : 


A.O.A. 
ecember, 1955 


The National Research Council Subcommittee on Shock 

. reaffirmed its previous recommendation that dextran .. , 
appears to be the most useful plasma volume expander, other 
than blood derivatives, available at the present time. Its use 
is recommended when whole blood, safe plasma, or albumin are 
not available. It is effective in producing an increase in plasma 
volume in patients with hypovolemic shock. Allergic reactions 
are infrequent and rarely severe. Most of the dextran infused 
is excreted or metabolized in a relatively short period of time. 

This recommendation is reaffirmed in spite of the realiza- 
tion ... that the administration of large quantities of dextran 
can lead to a prolongation of bleeding time. The clinical sig- 
nificance of this defect in hemostasis is not known. Apparently 
it is only very rarely associated with abnormal bleeding of 
clinical importance. The mechanism by which administratior of 
dextran prolongs the bleeding time is still not entirely clear, 

On the basis of the present evidence, it appears safe to 
administer the usual dose of dextran (1000 ml.) in the treat- 
ment of traumatic and hemorrhagic shock. Extensive expe- 
rience at this dosage level has not resulted in any known 
clinical difficulty due to abnormal bleeding. The risk in using 
amounts above this level has not been fully evaluated. Dextran 
should not be administered to patients with a disease involving 
an abnormal mechanism of hemostasis. 

In the opinion of the Subcommittee, an ideal plasma 
volume expander has not yet been developed and continued 
encouragement should be given to the search for new and 
better expanders. 


* * * 


Cancer.— 

The cure rates for cancer are in reality much worse 
than those reported in the literature, according to R. 
Lee Clark, M.D., in the June, 1955, issue of Post- 
graduate Medicine. Reported cure rates usually come 
from medical centers which follow up patients, but 
most patients with cancer die without this kind of 
treatment. He comments further that adequate use of 
the technics of surgery and irradiation that we now have 
available should double the present cure rate for ma- 
lignancies, particularly those involving accessible body 
sites. Dr. Clark, who is Director and Surgeon-in-Chief of 
the University of Texas M. D. Anderson Hospital and 
Tumor Institute and Professor of Surgery at the Uni- 
versity of Texas Postgraduate School of Medicine, was 
guest editor of the June, 1955, issue of Postgraduate 
Medicine. The entire issue was devoted to discussion 
of various aspects of cancer. Particular emphasis was 
laid on increasing the level of participation of individ- 
ual physicians at the community level in the recognition 
and treatment of malignancies. 


* * 


Antivivisectionists.— 

A research team of physicians at the University of 
Minnesota recently discovered that antivivisection is 
anything but a dead issue. In a cardiac operation on a 
13-year-old boy a dog’s lung was used to provide oxy- 
gen for the patient’s bloodstream. The patient is now 
well and normal, but ever since the operation the doc- 
tors have been deluged with letters (mostly unsigned) 
denouncing and reviling them in no uncertain terms for 
sacrificing a dog to a child. A typical letter, according 
to Medical Economics for August, 1955, read: “Tf 
some day some doctor, not you, will decide to torture 
you by cutting out one of your lungs to save some- 
one else’s life, it will come home to you how you have 
tortured helpless creatures.” It is obvious from this 
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and the other letters quoted that the antivivisectionists 
are badly confused people, but it is also all too obvious 
that, confused or not, they are still very active. 


* * * 


In Briefer Form.—On the basis of previous be- 
havior, it has been predicted that the wave of yellow 
fever which began in eastern Panama in 1948 and has 
been moving northward and westward ever since may 
reach Mexico by 1959. The prediction was made in 
the July, 1955, American Journal of Public Health by 
Colonel Norman W. Elton, (MC) USA, who believes 
that natural barriers will stop the wave before it 
reaches the United States. However, public health offi- 
cials are concerned about the possibility that human 
carriers may import the disease into the United States 


LETTERS 


265 


via coastwise shipping. . . . According to the Washing- 
ton Report on the Medical Sciences, a report from Na- 
tional Institutes of Health states that a new method of 
assaying heart damage has given encouraging results 
in clinical trials. The test makes it possible to detect 
transaminase in the blood, a finding which is apparently 
related to myocardial infarction, by using a compara- 
tively inexpensive spectrophotometer. Previous instru- 
ments which would yield these results are about six 
times as expensive as equipment which may now be 
used, ... Dr. Wilbur V. Cole, of the Kansas City Col- 
lege of Osteopathy and Surgery, is the author of an 
article titled The Comparative Morphology of Sensory 
Endings in Striated Muscle which appeared in the 
Transactions of the American Microscopical Society 
for July, 1955. 


Sir: I have just read “Evaluating Surgery Through Gross 
Pathology,” by Robert P. Morhardt, D.O., which is an evalua- 
tion of modern surgery through the eyes of a pathologist. 
From the dedication, “. . . to those former students of pathology 
who have the courage to be devastatingly honest .. . ,” through 
an excerpt from Maeterlinck, “Our Social Duty,” to the last 
page, I enjoyed it. I believe the book should be read by every- 
one doing surgery, teaching surgery, or preparing to do sur- 
gery. I believe it should be in every school and hospital library 
in the country. One may not agree with all that is contained 
within; indeed, I find myself at variance with many of its 
dicta and claims. However, I read between the lines and get 
the feel of the intense honesty of the man behind the book. 

Preceding the first chapter, there are sixteen black and 
white reproductions of photographs of uteri, tubes, and ovaries, 
with captions which recite that each is normal tissue removed 
from patients ranging in age from 17 to 44 years. Unfortunate- 
ly, six af the photographs have faces of the child art variety 
drawn on them. However, the point is made, and rightly so, 
that there is entirely too much unnecessary surgery being done 
on the pelvic organs of young women. 

Chapter 1, Surgery in Jeopardy, points out that in the 
very recent past it was not uncommon for specimens removed 
at surgery to be discarded before the pathologist had seen 
them. It goes on to emphasize the need for and the responsi- 
bility of the pathologist. The author stresses the fact that the 
pathologist is not a mere technician but a very necessary part 
of the staffs of all hospitals, but comments on the deplorable 
shortage of pathologists. He writes: “The Bureau of Hos- 
pitals requires that our approved hospitals employ the services 
of a competent surgical pathologist for the documentation of 
surgical specimens.” Then he asks a question, “May we antici- 
pate overt endorsement of the fact that the surgical pathologist 
is the surgeon’s arbiter at the non-clinical level?” 

Chapter 2, What Price Mutilation? discusses “common- 
place procedures which are regarded as entirely innocent”: 
uterine suspension operations, ovarian resections, tubal liga- 
tions, partial uterine amputations, and others; but stress is laid 
on the statement that surgery begets surgery. Of great interest 
is the belief expressed that “Most surgeons are of the er- 
roneous opinion that one ovary is sufficient for the needs of 
the patient.” The author goes on to say, “the action of the 
Ovary is so intricate and demanding, one gland alone is not 
sufficient to carry on the vital sexual functions,” and that the 
removal of one ovary puts an added burden on the other, with 
the result that menstrual excesses appear, and then the sur- 
geon performs hysterectomy and removal of the “cystic ovary.” 
I am honest enough to say that I am one who has believed 
that a single ovary, if it were healthy, could do the work of 
two, and would not necessarily need further surgery. Of 
course I come from the surgical era where “pus tubes” and 
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hydrosalpinges were the rule and not the exception. Those 
were the days before the antibiotics, and many of today’s sur- 
geons have been taught by men of that era. This might account 
for some of the misconceptions shared by so many surgeons. 
The chapter closes with a denunciation of the radical eviscera- 
tion of females for metastasizing primary cervical cancer. 

Chapter 3, Syndrome of Sexual Frustration of the Fe- 
male, is the controversial lecture which the author has given 
at many meetings throughout the country. The author goes 
into the causes and effects, the physical findings, surgical find- 
ings, symptoms, etiology, and pathologic changes occasioned by 
sexual disappointment and finishes with a stinging rebuke to 
the surgical system which allows the “symptomatic surgery” 
which is performed on these women. He says we condemn the 
abortionist while we condone the series of operations «which 
end up in permanent childlessness. 

Chapter 4, Inspecting the Surgical Specimen, goes into 
detail relative to the care taken in the examination of a surgical 
specimen. The author deplores the fact that the surgeon cannot 
examine with the pathologist the products of the operation, and 
he decries the “ivory tower” attitude of surgeons. 

Chapter 5, Cancer and the Surgeon, is a philosophic con- 
templation of surgery and its attack on cancer. The author 
says the pathologist can, in all honesty, say he has never seen 
a malignancy cured by surgery and irradiation and adds a 
truism—that this treatment has hastened the death of many 
patients. He thinks surgery for malignancy is palliative only, 
even with the admitted improvements in anesthesia and surgical 
technics, and feels that cures are, for the most part, the result 
of misdiagnoses. 

The second and larger part of the book is titled Common- 
place Surgical Specimens, with sections devoted to the ap- 
pendix, bone biopsies, breast, extremities, the eye, fallopian 
tubes, gallbladder, hemorrhoids, intestine, kidney, lung, lymph 
nodes, the ovary, placenta—hydatiform mole and chorionepithe- 
lioma, prostate gland, skin biopsy, spleen, the stomach, the 
testicle, thyroid gland, tonsils, and uterus. The introductory 
paragraphs of this latter half of the book express its purpose : 

The following sections provide variably pertinent data regarding 
run-of-the-mill surgical specimens as well as sample descriptions. The 
latter represent the acceptable minimum and are not offered as even a 
remote approach to perfection. The student pathologist may wish to 
use them as a guide or pattern to be improved upon as the occasion 
arises. Since the barely acceptable minimum description is represented 
it is hoped that the pathologist’s macroscopic account will not be less 
complete. 

The comments concerning the surgical specimens to follow may be 
of interest to the surgeon inasmuch as efforts are made to account for 
disparity between what is anticipated by the surgeon and what is found 
by thé pathologist. Furthermore, the surgeon may wish to use the de- 
scriptions as models of the data which he might well include amongst his 
notations upon the surgical record. 

The use of nomenclature which is understandable, and 


similarly interpreted, by both the surgeon and the pathologist 
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and the marking by the surgeon with a pin or suture of any 
tissue in which he is particularly interested might be good ways 
to stop the war between the two. 

Of outstanding interest is the beautiful treatise written on 
the gallbladder and its diseases. The author criticizes the in- 
discriminate removal of gallbladders which appear to the pa- 
thologist as normal ones, and he decries the paucity of detail 
on the requests for study of the materia! from the operating 
surgeon. He points out the obvious fact that a stone or stones 
within a gallbladder never causes jaundice; the stone must be 
within the common duct. He also says that a perfectly normal 
gallbladder may contain stones, a statement I would challenge. 
My contention is that macroscopic sight of a living viscus is 
far different from the view of the same tissue in the thorough- 
ly embalmed state on a slide in the laboratory a week or more 
later. Swollen tissues with tortuous blood vessels coursing to 
and from them and buried in masses of adhesions present over- 
whelming problems to the operator. Aberrant blood supply 
does not hamper the pathologist, but it is a serious deterrent 
to the surgeon. 

In conclusion, there are several subjects on which I want 
to comment. In relation to the therapy of cancer, I have felt 
for many years that the claims of the irradiationists were, to 
say the least, optimistic. I am acquainted with the McWhirter 
reports from Edinburgh on simple mastectomy and irradiation. 
I have listened to those who claim miraculous cures by radical 
surgery plus irradiation. I have seen specimens labeled “benign 
tumor,” only to have the patient die of cancer at a later date. 
I have heard the claims of those who have propounded one 
theory after another and produced hormones of various sorts ; 
yet people die of cancer every day. I have been one of the most 
audible proponents of the claim that cigarette smoking is the 
most common contributing cause of cancer of the lung. I still 
operate on these lungs, rightly or wrongly, no matter how far 


A.O.A, 
ecember, 1955 


advanced the condition. If the cigarette is proved guiltless, | 
will be the first to acknowledge it. I have seen too many people 
die of terminal malignancy with and without surgery not to 
have strong convictions. In the meantime the search goes on 
for the cause and cure of the dread public enemy Number One, 
“Cancer.” Some day the news will come, and I believe it will 
surprise us that it has eluded us for so long. 

I decry the amount of pelvic surgery done today in young 
women. I have seen so many in the early 20’s, and even teen- 
agers, who have been “defeminized” by ignorant, careless, or 
even fairly well-trained surgeons impelled by cupidity. Put 
there are laws by which we are governed, and anyone doing 
surgery not practiced in his own community is liable to a mal- 
practice suit. 

A pathologist should, if possible, be called in during the 
performance of a questionable procedure to see for himself the 
pathology in situ with its hazards of removal and to judge 
correctness of diagnosis. 

The author has pointed out the requirements for member- 
ship in the various surgical specialty colleges. He mentions 
the number of cases which must be done within a specified 
time, which could be a factor in tempting a young man who 
sincerely wants the membership to take out a nearly normal 
appendix or two. However, we cannot legislate honesty, we 
can only teach it and show by precept and example its necessity. 

I agree that there are many in “ivory towers” who are 
jealous of any who, from the outside, dare to disagree with 
them. But I also believe that there are many dedicated men 
and women within and without cloistered walls to whom the 
patient is the one who is important. 

Books such as this whet our desires and spur our efforts. 
It is hoped that this one will be widely read. 


J. WittovucHsy Hower, D.O., F.A.C.O.S. 
6331 Hollywood Blvd. 
Hollywood 28, Calif. 
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STATE HEALTH PROGRAMS 


Recent publications indicate the complexities involved 
in the organization of the health programs and services of 
the various states. While a close scrutiny reveals that the 
programs follow a general pattern, wide differences appear 
in the amount of expenditures and the types of administra- 
tion. The differences in expenditures influence, of course, 
the size and the personnel available to administer the state 
health programs. The type of administration is affected by 
the manner of organization of the health agencies and the 
responsibilities or functions assigned to them. They vary 
considerably in the states. 

In years gone by the state health programs and serv- 
ices were largely concerned with reducing the occurrence 
of and deaths from infectious diseases among infants, chil- 
dren, and young adults. Today, while maintaining these 
activities, state health programs have much broader objec- 
tives and include special programs for cancer, heart disease, 
diabetes, arthritis and rheumatism, health problems of the 
aging population, rehabilitation and mental hygiene, and 
even improvements in housing related to health. The pres- 
ent efforts of the health agencies in hospital construction 
and expansion are generally recognized, but often not the 
assistance and attention given to related health facilities. 

In the future state health programs are going to play 
an even more important role and have a greater effect 
upon the manner and means by which physicians provide 
professional health services. Each year the budgets of state 
and federal health departments or agencies increase. A 
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large percentage of the federal health budget flows back to 
the states in the form of grants-in-aid. The large appro- 
priations made by most states to supply the new Salk polio 
vaccine evidence the interest of state governments in health 
affairs and the willingness to appropriate state funds for 
such causes. The state governments have come to recog- 
nize that preventive health programs at a state level can, 
despite their costs, ultimately result in a saving of money 
when compared with the costs of institutional care. Insti- 
tutional care cannot be eliminated but can be considerably 
lessened by farsighted preventive health programs. 

Members of the osteopathic profession have evidenced 
interest in assisting in the organization and development of 
state health programs. They serve as members of health 
boards and as representatives on licensing or advisory 
agencies or organizations in the structure of state govern- 
ment. Such service is beneficial to the health of the people. 
In every state the osteopathic profession should contribute 
its services and advice in helping to shape the pattern of 
state health services. The individual practice of a phy- 
sician is more effective when the physician is aware of the 
objectives of and the assistance available under the state 
health programs. 

By and large, however, much remains to be done to 
promote a closer relationship between the activities and 
affairs of state health departments and the osteopathic <i- 
visional societies. The Bureau of Public Education on 
Health hopes in the months ahead to provide to the pro- 
fession information and statistics concerning this important 
field of endeavor of local and state governments. Knowl- 
edge possessed by members of the profession concerning 
state health plans will help to further the objectives of 
the plans and to encourage more doctors of osteopathy to 
seek an active part in their implementation at the state 
level. 
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AN ANALYSIS OF PULMONARY RESECTION IN 513 CASES 
OF TUBERCULOSIS 


A statistical evaluation of the materials, results, and factors 
influencing the outcome of 513 patients observed over a period 
of 5%4 years, is presented by F. H. Cole, M.D., and F. H. Alley, 
M.D., in Surgery, Gynecology and Obstetrics, October, 1955. 


These cases represent the first 513 pulmonary resections 
performed over a period from December, 1948, to August, 
1953, at the West Tennessee Tuberculosis Hospital in Mem- 
phis. The postoperative observations range from 1 year to 5% 
years, with accurate information available on 96.7 per cent of 
the patients. The over-all figures show a satisfactory result in 
85 per cent of the cases, with 8 per cent doubtful and 7 per cent 
poor. The total death rate was 5 per cent. 


There is a dividing line in the middle of 1952 after which 
mortality, complications, and results improved greatly. This 
line represents the arrival at operation of patients who had 
completed long-term chemotherapy. Since the advent of these 
drugs the resection of residual disease has constituted the ma- 
jor portion of the surgery. This fact, coupled with avoidance 
of operative complications, has lowered the mortality rate de- 
cidedly. 

Surgical complications have more influence on the eventual 
fate of the patient than has any other single factor. Careful atten- 
tion to expeditious surgery, careful dissections, hemostatis, ac- 
curate replacement of lost blood, attention to tube drainage, 
and control of infection are emphasized. It was found that the 
younger the patient, the better the ultimate results; that white 
females and colored males did better than their opposite sexes, 
but there was no significant difference in the response to surgery 
between the Nego and white races as a whole. 


The writers predict good clinical results in 90 per cent or 
more of pulmonary resections if long-term chemotherapy, con- 
servative approach to operation, and careful postoperative bed 
rest and drug therapy are observed. They are of the opinion 
that there is no reason why the mortality should not approach 
the minimum for all major surgery. 


SALICYLATE POISONING IN CHILDREN 


Two cases of salicylate poisoning in children are reported 
in the Sept. 21, 1955, issue of the Proceedings of the Staff 
Meetings of the Mayo Clinic by Andrew Cornell Erlanson, 
M.D., and Edmund C. Burke, M.D. 


The first case was that of a boy, 2%4 years of age, who 
was admitted to the hospital about 20 hours after he had swal- 
lowed about 35 5-grain tablets of aspirin. Despite the high 
content of salicylate in the blood, the child recovered. The 
greatest therapeutic factor appeared to be the repair of the 
dehydration and establishment of adequate urinary output. 

In the second case, an 18-month-old boy drank approxi- 
mately 1 fluidounce of methyl] salicylate (oil of wintergreen). 
He died the following day in the hospital. Both of these cases 
point up the danger of salicylate poisoning from a commonly 
used, seemingly innocuous, drug. 


Salicylates are absorbed rapidly and have been found in 
the urine 15 minutes after ingestion. Twenty per cent of in- 
gested salicylates is oxidized in the body, and most of the 
remainder is excreted in the urine. The peak of concentration 
in the blood occurs 2 hours after ingestion. Normally, 70 per 
cent of ingested salicylate is excreted after 24 hours. This 
amount is diminished, however, in the presence of dehydration 
and an acid urine. 


The most prominent symptoms and signs of severe salicylism 
in infants and children are nausea, vomiting, hyperpnea, sweat- 
ing, delirium, and coma. An early effect is increased respira- 
tory volume per minute. This initial respiratory stimulation 
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leads to a decrease in the content of carbon dioxide and an 
increase in the pH of the serum. In young children, the initial 
respiratory alkalosis is followed by metabolic acidosis and fur- 


ther hyperpnea occurs. Hyperpnea, then, “is present in both 
stages of respiratory alkalosis and of metabolic acidosis. In- 
correct therapy in the early stage could lead to the death of 
the patient ; hence if even as little as 0.1 cc. of blood can be ob- 
tained, values for the total carbon dioxide content, hematocrit 
reading, and the pH of the serum should be determined. 


Treatment for salicylism depends upon the amount of time 
that has elapsed before the physician sees the patient. If the 
patient is seen within a few hours, the stomach should be 
lavaged thoroughly with water. If salicylism is severe, oxygen 
should be given to combat tissue hemorrhage which may arise 
from hypoprothrombinemia. Solution of glucose given intra- 
venously counteracts ketosis and also provides enough water to 
prevent dehydration which would hamper the urinary excretion 
of salicylate. The pH of the serum should be used as a guide 
for alkali therapy. The time for conversion of respiratory 
alkalosis to metabolic acidosis varies from 1 to 6 hours and is 
inversely proportional to the amount of drug taken. Death 
from salicylate poisoning usually is caused by circulatory and 
respiratory failure. 

The recommended antipyretic dose of aspirin is 1 grain 
per year of age administered every 4 hours. One teaspoon of 
methyl salicylate equals in salicylate content twelve ordinary 
aspirin tablets. 


SEVERE ADRENOCORTICAL INSUFFICIENCY FOLLOWING 
JOINT MANIPULATION 


Evidence that even a seemingly minor maneuver, like joint 
manipulation, can, after oral intake of cortisone, constitute a 
serious stress and lead to near-fatal adrenocortical insufficiency 
is presented by Edward E. Harnagel, M.D., and Warren G. 
Kramer, M.D., in The Journal of the American Medical Asso- 
ciation, August 27, 1955. 


Changes in adrenocortical and pituitary function may per- 
sist for as long as 6 months after corticotropin therapy has 
been discontinued. Although normal function is eventually re- 
stored, any episode of stress during the interval of impaired 
function can be extremely hazardous simply because adreno- 
cortical response is inadequate. This report is based on the 
authors’ experience with one patient. 


The youth in question had been treated for 8 years for low 
back pain and stiffness which had initially appeared when he 
was 10 years old. The disease progressed until pain, stiffness, 
and swelling involved the knees, ankles, and feet. At age 11, 
x-ray evidence was found of obliterated sacroiliac joints and 
greatly narrowed hip joints. By age 17, he had a spine that 
was rigid except for limited motion at the neck; the hip, knee, 
ankle, tarsal, and metatarsal joints were all badly damaged. 
The joints of the legs were ankylosed but some movement of 
the toes remained. At age 18, cup arthroplasties were per- 
formed on the hips. Approximately a year later, the arthro- 
plasty of one hip required revision. About a year and a half 
after that, wedge osteotomies of both ankles were performed. 
This enabled him to walk a little with the help of crutches 
within about 8 months, despite continued ankylosis of the knees 
and ankles. A knee arthroplasty was performed at this time. 
An attempt to relieve persistent pain in the knee by manipula- 
tion was made a month later, and repeated a year later. Both 
times, 25 mg. hydrocortisone acetate was injected into the knee 
joint. As these procedures afforded little relief, cortisone ace- 
tate in oral doses of 75 mg. daily for 7 days and 62.5 mg. 
daily thereafter was prescribed. When cortisone was found to 
afford considerable relief from pain and stiffness, this medica- 
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tion was continued until a total of about 1.9 grams had been 
ingested. At this time, another manipulation of the knee was 
performed with the patient under thiopental anesthesia. Break- 
fast and cortisone were both omitted on the morning of the 
maneuver. The recovery from the anesthesia was slow. The 
evening meal and cortisone were also omitted because of 
nausea. Twelve hours after the manipulation, stertorous res- 
pirations, deep coma, cyanosis, and abundant cold sweating 
were noted. Conjugate deviation of the eyes was present; the 
pulse was weak, thready, and beat with a rate of 140 per min- 
ute. Blood pressure was inaudible, but palpation disclosed a 
systolic pressure of 90 mm. Hg. Bilateral Hoffman signs were 
noted. Some six hours later, total eosinophil count was zero; 
after 6 hours more, it was 240 per cu. mm., and after 2 hours 
more, down to 70. Serum concentrations of electrolytes in milli- 
equivalents per. liter were: sodium, 149; potassium, 4.2; and 
chloride, 111; carbon dioxide content was 22 mEq. 


The profound shock was attributed to adrenocortical in- 
insufficiency. The total amount of cortisone (1.9 grams within 
a month) would more than suffice to produce adrenal atrophy 
and to suppress pituitary and adrenal function. Cortisone had 
not been administered for 18 hours before the manipulation nor 
for 30 hours before the onset of shock. Eosinophil levels were 
normal on two different occasions when the count was made 
several hours after intravenous therapy with corticotropin had 
been initiated. Urinary 17-ketosteroids remained at a low level 
(2.2 mg.) even after 4 days of intense adrenocortical stimula- 
tion. The prompt and complete recovery without neurologic 
defect would rule out cerebrovascular accident. Muscle twitch- 
ings and spasms may therefore be attributed to cerebral anoxia. 


Among the management errors was the withholding of 
cortisone both before and immediately after manipulation. Since 
oral intake was impossible, intramuscular administration should 
have been instituted. 


Adrenal crises are more common among patients ingesting 
cortisone orally. Since the oral medication does not provide 
sustained protection against adrenocortical insufficiency, the au- 
thors feel that any patient who has been taking cortisone orally 
and who requires even minor surgical or dental operations 
should have the benefit of cortisone therapy intramuscularly for 
2-3 days before the operation. They also feel that for any but 
the most insignificant procedure, supplementary amounts should 
be given preoperatively and postoperatively. The parenteral 
fluid of choice would be 5 per cent glucose in isotonic sodium 
chloride, rather than in distilled water. Morphine and its de- 
rivatives should be used sparingly. Finally, hourly recordings 
of temperature, blood pressure, and pulse rate are advisable for 
the first 24 hours after any operation. Whenever a patient 
under treatment with cortisone orally undergoes any injury or 
serious illness, an immediate shift to intramuscular or intra- 
venous medication is indicated. 


THE PRACTICAL MANAGEMENT OF DIZZINESS 


In the September, 1955, issue of California Medicine, John 
R. Lindsay, M.D., suggests a simplified method for handling 
cases of dizziness. 

The first step, he points out, is to determine whether dizzi- 
ness is the result of disturbances in the vestibular system in 
the ear and its central nervous connections—true vertigo—or 
whether it can be traced to disturbances in some other system 
of the body concerned with equilibrium. Instances of the latter 
are ocular disturbances, disturbances of the kinesthetic sense, 
diseases of the circulatory system, and in some instances, psychic 
disturbance. 

The most important factor in diagnosis is history. Ques- 
tioning should be directed to bring out whether dizziness occurs 
only when certain positions are assumed or changes in position 
made, and whether there are related signs and symptoms. A 
two-part physical examination is suggested, the first part con- 
sisting of routine laboratory tests (urinalysis, blood counts, and 
blood pressure) and the second part consisting of routine ear, 
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nose, and throat examination, a check of the function of cranial 
nerves, tests for incoordination, rombergism et cetera, hearing 
tests, examination for spontaneous and positional nystagmus, 
and caloric tests of labyrinthine function. 

If vertigo is found to be of vestibular origin, the author 
believes that a simple classification based on localization is a 
great aid in etiologic diagnosis. He suggests three main group- 
ings : 

Group 1. Cases in which vertigo is known to arise from 
the central nervous system. Among diseases of the central 
nervous system which commonly produce dizziness are (a) in- 
flammatory disease such as encephalitis, (b) vascular lesions, 
(c) tumors, and (d) degenerative disease, usually multiple 
sclerosis. 

Symptomatic treatment of vertigo associated with central 
nervous system disease may be necessary if onset is acute and 
rapid. Absolute rest and the use of Dramamine, Bonamine, aid 
chlorpromazine are of value. 

Group 2. Cases in which vertigo can be found to originate 
in the peripheral vestibular mechanism or the 8th nerve. Causes 
for disturbances of the inner ear may include labyrinthitis due 
to spread of infection from the middle ear, tumors involving 
the ear or the eighth nerve, blood diseases such as severe 
anemia or leukemia, allergic reactions, reaction to certain drugs, 
virus diseases such as measles and mumps, toxic reaction to a 
focus of infection elsewhere, and vascular disturbances in the 
inner ear. 

Symptomatic treatment includes complete quiet, sedation, 
and the use of Dramamine, Bonamine, or related drugs. Fluid 
balance should be maintained by intravenous infusion, if neces- 
sary. In the past, treatment for Meniere’s disease has been rela- 
tively unsatisfactory. The author suggests a routine medical 
treatment involving restrained use of salt in the diet and ad- 
ministration of nicotinic acid and a mild barbiturate. Also, the 
patient should avoid overwork and practice regularity and mod- 
eration in eating and resting habits. The author has found the 
controlled use of streptomycin to be successful in a few selected 
cases which cannot be controlled by ordinary medical treatment. 
Complete destruction of the inner ear by surgery is the treat- 
ment of choice in unilateral cases. 

Group 3. Cases in which definite localization is not pos- 
sible. There are many conditions which can cause such dizzy 
spells, such as acute infection, cardiovascular disease, hypoten- 
sion, menopause, and head injury. Vertigo in these cases is fre- 
quently associated with changes in posture. 


STAPHYLOCOCCAL ENTERITIS AS A COMPLICATION OF 
ANTIBIOTIC THERAPY 


The rise in incidence of serious staphylococcal infections 
caused by drug-resistant organisms is recognized and the symp- 
toms, diagnosis, treatment, and prevention are discussed by 
Robert Austrian, M.D., in the New York State Journal of 
Medicine, September, 1955. 

The discussion is concerned with reactions caused by druz- 
resistant staphylococci during prophylaxis or during treatment 
of infections caused initially by other organisms. Drugs used 
in the control of infections may injure by their inherent 
toxicity, or the administration of these drugs may be followed 
by changed bacterial flora producing infection different from 
the original cause necessitating medication. The latter is “su 
perinfection.” 

Superinfection may arise in several ways: (1) suppressio1 
of susceptible flora by one of the chemotherapeutic agents al 
lows the remaining bacterial species to multiply and give ris: 
to secondary infection; (2) drug-resistant mutants may aris 
during this therapy and their unchecked multiplication cause 
superinfection; and (3) individuals working in hospitals and 
handling chemotherapeutic agents are harboring, with more 
and more frequency, drug-resistant organisms—casual contact 
between such personnel and patients may transfer these or- 
ganisms and produce secondary infections while the patient is 
still receiving drugs. 
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Bacteria are endowed with genetic structures which control 
their relative stability through succeeding generations. These 
genes may alter as a result of spontaneous mutation. Mutation 
of this type does not require prior exposure to an antibiotic— 
therefore may be present in the body when the drug is first 
administered. Thus the drug-susceptible bacteria may be di- 
minished rapidly and the resistant left to multiply. The 
staphylococci give rise very easily to mutant cells, and thera- 
peutic failure with many drugs has been recorded. 

Staphylococci-caused complications may manifest them- 
selves during treatment of respiratory infections of other than 
staphylococcic origin; the patient may improve only to have 
recurrence of symptoms after several days of treatment. 

The possible causes of gastrointestinal functional disturb- 
ances during antibiotic therapy should be investigated thorough- 
ly and upon elimination of other causes staphylococcal enteritis 
considered. It may arise during the course of medical manage- 
ment of infection, during preoperative chemoprophylaxis for 
intestinal surgery, or as a sequel to abdominal operation. It 
may follow therapy by sulfonamides, penicillin, streptomycin, 
and tetracycline, either orally or parenterally. 

Symptoms appear most frequently from the third to the 
sixth day, usually starting with a diarrhea of varying intensity. 
There may be nausea, vomiting, abdominal distention, and tem- 
perature elevation. The stools may be lacking in odor. In se- 
vere cases dehydration, depletion of electrolytes, and shock may 
occur. 

Rapid diagnosis may be made by examination of a fecal 
smear when stained by the Gram technic. Bacteria can be iso- 
lated by cultivation on plain blood agar plates or those contain- 
ing phenyl-ethyl alcohol. The usual media employed for diag- 
nosis of dysenteric disorders should not be used as they contain 
substances inhibiting the growth of staphylococci. 

Treatment consists in: (1) discontinuing the drug during 
the administration of which the condition developed; (2) if the 
patient is acutely ill, penicillin, bacitracin, erythromycin, or 
chloramphenicol might be of value although the staphylococci 
may develop resistance to each of these with the possible ex- 
ception of bacitracin. 

Isolation of the causative organisms and determination of 
their sensitivity to the various drugs must be done immediately. 
Chemotherapy involving single or combination doses of a num- 
ber of drugs must be considered, not forgetting the difficulties 
surrounding the use of each. 

Fluid and electrolyte balance, with special attention to po- 
tassium, mut be restored. 

The most important point in preventing a rise in the inci- 
dence of staphylococcal enteritis and similar complications is 
avoidance of indiscriminate use of antibiotics in the treatment 
of trivial infections. 


CORTISONE IN IMMEDIATE THERAPY OF 
APOPLECTIC STROKE 


While many advances have been made in recent years in 
the therapy of residual paralytic defects resulting from apo- 
plectic stroke, little progress has been made in the treatment 
of the acute phase. Henry I. Russek, M.D., Allen S. Russek, 
M.D., and Burton L. Zohman, M.D., writing in the Sept. 10, 
1955, issue of The Journal of the American Medical Associa- 
tion, describe their experience with the use of cortisone in the 
treatment of 35 patients seen within 48 hours following the 
onset of symptoms. 

Thirty of the patients were men and 5 were women. The 
mean age was 60.2 years. Hypertension was present in 24 pa- 
tients. Eight had a past history of angina pectoris and 7 of 
myocardial infarction. Twelve of the group had previously 
suffered congestive heart failure, and 6 had diabetes mellitus of 
from mild to moderate severity. The cause of the cerebrovas- 
cular occlusion was diagnosed as thrombosis in 27 patients and 
embolism in 8. Twenty-two of the patients were seen within 24 
hours of onset of symptoms and the remainder within 48 hours. 
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Signs and symptoms of apoplectic stroke were severe in 32 
of the patients. In most instances 300 mg. of cortisone were ad- 
ministered orally in divided doses on each of the first 2 days. 
Dosage was progressively diminished to a maintenance dose of 
50 mg. daily through the third week. In addition, wherever 
possible, patients were put on a low-salt diet with 3 gm. of 
potassium chloride given orally each day in divided doses. 

Dramatic clinical improvement occurred within 24 hours 
after cortisone therapy was started in 21 of the 35 patients. 
Not only were paralytic signs and symptoms ameliorated, but 
there was unquestionable benefit from changes in mental, emo- 
tional, sensory, and psychomotor status. Greatest effects were 
noted among those patients who were somnolent, stuporous, 
mentally depressed, or apathetic. However, the 4 patients who 
suffered complete flaccid paralysis of involved extremities 
showed no improvement in motor power following administra- 
tion of the drug, although there was an unmistakable benefit in 
the psyche. By the end of the third week of cortisone adminis- 
tration, 27 of the 35 patients showed remarkable neurologic 
recovery. No serious difficulties were encountered from the 
use of the drug. 

In commenting on this series of cases, the authors point 
out that cortisone therapy can accomplish in 1 day what under 
conservative management might take several weeks. Further- 
more, the beneficial changes in the psyche make it possible to 
institute rehabilitative measures after only 1 or 2 days of treat- 
ment. It is apparent from this and other studies that cortisone 
plays some part in either limiting or eliminating the interstitial 
edema that is an outstanding gross and microscopic character- 
istic of apoplectic lesions. By preserving the nerve cells, a 
greater degree of neurologic recovery is possible. 


CERVICAL SYNDROME, ESPECIALLY THE NECK-TENSION 
PROBLEM: CLINICAL STUDY OF 800 CASES 


Since proved protruded disk is implicated in only a small 
percentage of the cervical problems, Edward M. Krusen, Jr., 
M.D., and Ursula Leden Krusen, M.D., analyzed the complaints 
in 800 cases of cervical syndrome seen within 3 years, reporting 
their observations in the Archives of Physical Medicine and 
Rehabilitation, August, 1955. 

The over-all classification of the complaints was cervical 
syndrome. The two commonest symptoms were headache— 
usually occipital, sometimes temporal or parietal—and pain in 
the neck and shoulder. Other symptoms were pain, paresthesia, 
weakness, and sensory changes in the arm. Sometimes facial 
pain, earache, blurred vision, vertigo, or chest pain was noted, 
as were such psychogenic symptoms as globus hystericus, gas- 
tric disorder, fainting spells, or general anxiety. Neck muscles 
were usually tense, and rotation, lateral bending, and flexion 
were limited. Tender nodules or rigid strands were common, 
and the x-ray picture was often one of reversed normal lordotic 
curve and limited motion, resembling subluxation, of a section 
of the cervical spine. 

Of the 800 patients, only 328 reported associated injuries, 
including 139 whiplash injuries in auto accidents, 94 direct 
head and neck injuries at work or in sports activities, 49 falls, 
often from scaffolds at work, and 46 indirect injuries of var- 
ious kinds. 

The intervals between injury and treatment ranged from 
a day to several years. Many reported prolonged mild inter- 
mittent pains that were aggravated by the injury. Only 18 per 
cent had demonstrable associated injuries like fractures. 

Of the 472 patients with no history of injury, 88 had acute 
fibrositis or myositis, with symptoms appearing a short time 
before treatment; 30 had advanced cervical osteoarthritis, with 
x-ray evidence of appreciable hypertrophic spurring and nar- 
rowing of intervertebral disks, often also with radicular symp- 
toms, aggravated by neck extension; 13 had scalenus syndrome, 
with paresthesia and pain in the ulnar aspect of one or both 
arms and cervical symptoms of varying severity; 24 had pro- 
truded intervertebral cervical disk, diagnosed on the basis of 
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demonstrable weakness, atrophy, radicular sensory changes, 
appropriate reflex changes, and myelographic evidence of 
change. Arm pain and paresthesia with neck limitation, cough 
and sneeze effect, functional weakness, and sensory changes 
alone were not found to be pathognomonic of protruded cervi- 
cal disk. Finally, 317 patients had “tension neck” with symp- 
toms relatable to environmental factors producing tension. Of 
the 800, 57 per cent were in their thirties and forties, and 
roughly 60 per cent were women. In the injury group, men 
outnumbered women, whereas the picture in the noninjury 
group was reversed. In the tension group, women outnumbered 
men 3 to 1. 


Treatment consisted of shortwave or microwave diathermy 
for 30 minutes and deep stroking and kneading massage. When 
tolerable, frictional massage was also included. Hanflig’s verti- 
cal traction was applied except in acute cases. Neck exercises 
with stress on rotating and lateral bending, but not extension, 
were done under supervision. Sometimes stimulation by low- 
voltage tetanizing current was used also to relax neck muscles. 


Treatment results were considered good when symptoms 
were decidedly or completely relieved and objective results im- 
proved, and slight to moderate when there was variable relief 
but definitely changed objective picture. In the injury group, 
improvement was good in 40.3 and moderate in 47.1 per cent; 
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12.6 per cent did not improve. In the noninjury group, im- 
provement was good in 41.9, moderate in 38.5, and nil in 196 
per cent. 

As against the 40 per cent improvement in other than the 
fibrositis group, 90.9 per cent of patients with fibrositis expe- 
rienced good improvement. 

Treatment extended from a few days to more than a year 
among the injured patients (average 4-5 weeks; mean 3-4 
weeks) ; after 5 weeks, 68.4 per cent had been dismissed. In 
the noninjury group, treatment extended from a few days to 34 
weeks (average 3-4 weeks; mean 2-3 weeks) ; after 4 weeks, 
75.4 per cent had been dismissed. In acute fibrositis, number 
of treatments, rather than time, were counted. This group re- 
ceived 1-29 treatments (average 7.7; mean 5), and 62 per cent 
of the patients could -be dismissed after 8 treatments. 

Little relationship was found between interval from onset 
of complaint to start of treatment or duration of treatment and 
degree of improvement. Most dramatic were the results of just 
a few treatments among the patients with acute fibrositis. 

Tension was the factor common to both the injured and thie 
noninjured groups. Often injury merely precipitated, rather 
than caused, the complaint. It was also found that, despite 
considerable improvement, complete relief cannot be promised, 
but that intermittent physical therapy will afford comfort. 


SURVEY OF CLINICAL PEDIATRICS. By Lawrence B. Slo- 
body, M.D., Professor of Pediatrics, New York Medical College; Direc- 
tor of Pediatrics, Flower and Fifth Avenue Hospitals, Metropolitan Hos- 
pital; Medical Director, Children’s Center, New York City. Ed. 2. 
Cloth. Pp. 502, with illustrations. Price $9.50. McGraw-Hill Book Com- 
pany, 330 West 42nd St., New York 36, 1955. 


This is the second edition of a work which originally ap- 
peared only a few years ago. The revision was made necessary 
by marked advances in the field of pediatrics in the last few 
years. This edition considers such newly delineated clinical en- 
tities as cat-scratch fever, familial dysautonomia, postmaturity, 
vitamin B° deficiency, agammaglobulinemia, and hypergamma- 
globulinemia, in addition to those previously recognized and 
defined. Most of the book is in outline form which makes for 
oor reading, but is useful for study or quick, easy reference. 
An unusual feature is a group of review questions at the end 
of each section. The material is abbreviated as is inevitable in 
a book of this type, but clearly presented so that it is easy to 
find. One of the larger, standard texts should be used in con- 
junction with this book, but it should be eminently useful as a 
source of readily available information in brief form. 


SURGICAL INFECTIONS. Prophylaxis—Treatment—Antibiotic 
Therapy. By Edwin J. Pulaski, M.D., D.M.Sc. (Surgery); Lieutenant 
Colonel, Medical Corps, United States Army; Deputy Director, Division 
of Surgery, Walter Reed Army Medical Center; Assistant Chief, Surgi- 
cal Service, Walter Reed Army Hospital. Cloth. Pp. 332. Price $7.75. 
Charles C Thomas, 301-327 East Lawrence Ave., Springfield, Ill., 1954. 


It is the thesis of this author that sound surgical manage- 
ment of infectious processes is being neglected at the present 
time, with too much expected from the use of antibiotic treat- 
ment. While conceding that antibiotics have reduced the inci- 
dence of necessary surgical treatment and that with their aid 
less extensive surgery may be used than without them, he feels 
that antibiotics alone will not suffice in all cases. He believes 
that the best results will be attained when intelligent surgical 
management is coupled with intelligent antibiotic therapy. 

The first portion of the book is devoted solely to anti- 
biotics. This includes consideration of the indications for their 
use and the choice of the best agent. The second portion of 
the book covers somewhat wider territory, including other 
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aspects of treatment, especially surgical treatment. The treat- 
ment of wounds (including burns) is given considerable atten- 
tion. This is a valuable book for anyone who does accident 
work as well as for the general surgeon. 


MEDICAL AND PUBLIC HEALTH LABORATORY METHODS. 
Successor to Fifth Edition of Laboratory Methods of the United States 
Army. Edited by James Stevens Simmons, S.B., M.D., Ph.D., Dr.P.H.., 
S.D. (Hon.), Late Brigadier General, U.S. Army (Retired); Dean and 
Professor of Public Health, Harvard School of Public Health; Former 
Chief, Preventive Medicine Service, Office of the Surgeon General, U.S. 
Army, 1940-1946; and Cleon J. Gentzkow, M.D., Ph.D., Colonel, U.S. 
Army (Retired); Director, Bureau of Laboratories, Department of 
Health, Commonwealth of Pennsylvania; Former Chief, Division of 
Chemistry and Physics, Army Medical School, Washington, D.C., 1932- 
1936 and 1939-1942. Ed. 6. Cloth. Pp. 1191, with illustrations. Price 
$18.50. Lea & Febiger, Washington Square, Philadelphia 6, 1955. 


The enormous growth in the importance and versatility of 
the clinical laboratory has called forth a number of publications 
dealing with various aspects of its work. The present book is 
the direct descendant of a brief, pocket-sized manual published 
in 1918 for the use of the laboratories of the United States 
Army. The grandfather would never be able to recognize this 
child: it is definitely not pocket-sized, and it is anything but 
limited in its scope. Not a handbook for beginners, it is intended 
for the use of those who already know their way around in thie 
laboratory but need a source of reference from time to time. 
The subject matter is primarily concerned with actual labora- 
tory performance, paying little attention to interpretation, 
which is as it should be for a manual of this type. There is « 
useful presentation of a subject not too often dealt with, the 
maintenance of accuracy and precision in the laboratory. The 
book is divided into eleven parts and fifty-two chapters, cover- 
ing almost everything conceivable in the clinical laboratory from 
simple urinalysis to statistical methods. The eleven parts o/ 
the work deal with Clinical Pathology, Chemistry, Mycology. 
Bacteriology, Medical Bacteriology, Rickettsiae and Viruses, 
Protozoology, Helminthology, Entomology, Pathology, Specia! 
Veterinary Laboratory Methods, and Statistical Methods. 

There is little extraneous material, and the essential matter 
is handled in adequate detail. A considerable amount of atten- 
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tion is given to procedures which are of more interest to Public 
Health laboratories than private laboratories, but an under- 
standing of most of them is needed in the private laboratories 
whether the tests involved are actually carried out there or 
not. The book is quite well indexed, the writing is clear and 
to the point, and both old and new procedures are included, 
occasionally with evaluations of their relative usefulness. This 
book would be a useful addition to the library of practically 
every laboratory, whether in hospital, college, or clinic. 


THE MANAGEMENT OF ENDOCRINE DISORDERS OF 
MENSTRUATION AND FERTILITY. By Georgeanna Seegar Jones, 
M.D., Assistant Professor of Gynecology, The Johns Hopkins Univer- 
sity; Gynecologist, The Johns Hopkins Hospital, Baltimore, Maryland. 
Cloth. Pp. 197, with illustrations. Price $5.75. Charles C Thomas, 301- 
327 E. Lawrence Ave., Springfield, Ill., 1954. 


This highly specialized book should fill an important need 
in the management of a troublesome problem. Anyone whose 
practice includes any considerable number of women is pain- 
fully aware of the frequency with which the problems of 
sterility and abnormalities of the menstrual cycle present them- 
selves. The author has been careful to separate the apparent 
abnormalities from the real ones, and is really concerned only 
with those in which endocrinologic factors are involved. A con- 
siderable amount of background material is presented, together 
with specific information on which diagnosis and treatment can 
be based. 


ARTHRITIS AND RHEUMATISM: The Diseases and Their 
Treatment. By Charles LeRoy Steinberg, M.D., Director of Arthritis 
Clinic and Senior Attending Physician in Medicine, Rochester General 
Hospital, with five contributors. Cloth. Pp. 326. Price $10.00. Springer 
Publishing Company, Inc., 44 East 23rd St., New York 10, 1954. 


The aim of this text is a succinct presentation of what is 
known today about arthritis and rheumatism. That aim has 
been accomplished. There is discussion of joint physiology, the 
pathology of the important arthritic problems, and the methods 
of treatment that appear to be the most promising for the fu- 
ture. The treatment discussed includes drug therapy, psycho- 
therapeutics, orthopedic management, and the modalities used 
in physical medicine and rehabilitation. 

Emphasizing the opportunities open to the physician who 
treats patients suffering from these diseases, the authors have 
written a book that focuses on the problems and situations of 
daily practice. 


OFFICE PROCEDURES. By Paul Williamson, M.D. Cloth. Pp. 
412, with illustrations. Price $12.50. W. B. Saunders Company, West 
Washington Square, Philadelphia 5, 1955. 


Among the most widespread of fallacies is the bland as- 
sumption on all sides that the doctor just automatically knows 
all about the minor procedures that can be carried out in the 
office. This book is written for the purpose of showing him 
how to do what he doesn’t just automatically know about. It is 
not intended as a complete treatise on surgery (or anything 
else, for that matter) but is essentially an intensely practical 
compilation of specific procedures. It is well done. It is copious- 
ly illustrated and crystal clear. The drawings tie in with the 
written material well enough that they actually become a part 
of the text, which is greatly illuminated by their inclusion. 


The book covers surgical procedures, local anesthetic tech- 
nics, diagnostic measures, methods of -applying dressings, 


laboratory procedures, and general discussions of practical prob- 
lems. Much attention is given to surgery and anesthesia, both 
presented with admirable clarity and specificity. As an example, 
every doctor knows the basic essentials of using a local anes- 
thetic, but may not always know exactly how to use it in a 
given site or which agent to use. Dr. Williamson remedies this 
deficiency by telling him exactly where to place it, about how 
much he will need to use, and if there is an “agent of choice,” 
which one it is. 

There is frequent mention of “make-do” instruments which 
can be devised from such homely articles as paper clips and 
hairpins, but the use of specialized instruments is not discour- 
aged, even if made less necessary by the author’s explanations. 
Dr. Williamson apparently has a higher opinion of the general 
practitioner’s abilities than mary authors, but is also aware that 
he has limitations and that many cases should be attended to by 
specialists. He has also remembered that simple, lucid explana- 
tions are not beneath the dignity of the professional man. The 
book should be particularly helpful to the young practitioner 
who is just a little nervous about tackling new procedures, par- 
ticularly those dealing with the care of injuries. If this text 
does not give him sufficient specific information to inspire con- 
fidence, nothing in the way of a book will. This valuable book 
should be in the office of every general practitioner and that of 
many specialists as well. 


RECONSTRUCTIVE SURGERY OF THE EYELIDS. By Wendell 
L. Hughes, M.D., F.A.C.S., Hempstead, New York. Ed. 2. Cloth. Pp. 
260, with illustrations. Price $8.50. The C. V. Mosby Company, 3207 
Washington Blvd., St. Louis 3, 1954. 


It is not clear to this reviewer just how much further the 
tendency to highly restricted and specialized books can be car- 
ried, but this book would seem to be near the extreme if use- 
fulness is to be preserved. This is not a condemnation of the 
book, which can easily justify its existence, but rather a de- 
scription of its nature. The contents are just what the title 
implies. An unusual feature is the reporting and description of 
procedures that have not proved to be particularly successful, 
which is in line with the author’s contention that we can learn 
much from errors and that failures are not reported frequently 
enough. Of little or no interest to most physicians, the book 
should be most helpful and useful to those doing work in this 
field. 


CORNELL CONFERENCES ON THERAPY. Vol. 7. Edited by 
Harry Gold, M.D., Managing Editor; David P. Barr, M.D.; Frank 
Glenn, M.D.; McKeen Cattell, M.D.; and George Reader, M.D. Cloth. 
Pp. 264. Price $4.50. The Macmillan Company, 60 Fifth Ave., New 
York 11, 1955. 


The seventh volume of the Cornell Conferences on Ther- 
apy, which were inaugurated in 1937, contains fifteen confer- 
ences covering a wide scope of subjects in therapeutics, both 
general and specific. The material is presented, as nearly as 
possible, as it was delivered at these weekly forums, and the 
reproduction of some of the informal discussions adds much to 
the reading interest of the book. 


The initial conference, “How to Evaluate a New Drug,” is 
of a general nature; the material then ranges through such 
topics as “Choice of a Diuretic Agent,” “A Re-evaluation of 
Quinidine Therapy,” “Treatment of Pericardial Effusion,” and 
“Use and Abuse of Physical Therapy,” to such a specialized 
subject as “Surgical Treatment of Mitral Valvular Disease.” 


The main object of these conferences is to stimulate an 
interest in rational therapy, and to fill the need for a forum 
where pharmacologists and clinicians may congregate and pro- 
mote, by discussion and evaluation, the free interplay of and 
increased integration of pharmacology and therapeutics. The 
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method of spontaneous, informal, and free discussion used at 
these conferences is proving extremely valuable as a means of 
medical education. 

Some important current developments in the general field 
of treatment are included. The participants have also explored 
aspects of special interest, analyzed evidence on controversial 
points of opinion and practice, and elaborated the physiologic, 
pharmacologic, and chemical bases of therapeutic measures. 
All this pooling and comparing of the experience and research 
of specialists has resulted in a great deal of practical thera- 
peutic wisdom which is presented in such a way as to be readily 
applicable by the general practitioner. 


HYSTERECTOMY. By John C. Burch, M.D., F.A.C.S., Director, 
The Burch Clinic; Professor of Gynecology, Vanderbilt University 
School of Medicine; and Horace T. Lavely, M.D., Member of the Burch 
Clinic; Instructor in Gynecology, Vanderbilt University School of Medi- 
cine. Cloth. Pp. 94, with illustrations. Price $5.50. Charles C Thomas, 
Publisher, 301-327 E, Lawrence Ave., Springfield, Ill., 1954. 

With the present disagreement over the proper status of 
hysterectomy, it was inevitable that a book on the subject 
would appear. Now it has appeared, and it covers the subject 
very well. General considerations are discussed at considerable 
length, followed by sections on the indications and contraindi- 
cations for the surgery and discussion of the type of surgery 
best employed. There is also a section on the actual operative 
technics with a full chapter devoted to considerations of the 
intraoperative complications that may occur and methods for 
dealing with them. The writing is clear and interesting, and 
illustration and indexing are adequate. This is an interesting 
and thought-provoking book of great potential usefulness. 


OPERATIVE ORTHOPEDIC CLINICS. By Lewis Cozen, M.D., 
F.A.C.S., Assistant Professor of Orthopedic Surgery, College of Medical 
Evangelists, Los Angeles; Staff, Orthopedic Hospital, Wadsworth Gen- 
eral Hospital, Veterans Administration, Los Angeles General Hospital, 
Cedars of Lebanon Hospital, Los Angeles Tuberculosis Sanitarium, Los 
Angeles; Consultant, United States Public Health Service; Member, 
American Academy of Orthopedic Surgeons; and Alvia Brockway, M.D., 
Chief of Staff, Orthopedic Hospital, Los Angeles; Attending Staff, 
California Hospital, Los Angeles; Orthopedic Consultant, Department of 
Public Health, State of California; Member, American Academy of 
Orthopedic Surgeons; in collaboration with Paul E. McMaster, M.D., 
F.A.C.S., Clinical Professor and Acting Head of Department of Ortho- 
pedic Surgery, University of California at Los Angeles Medical School; 
Senior Consultant in Orthopedic Surgery, U.S. Veterans Hospital, West 
Los Angeles; Attending Orthopedic Surgeon, Hospital of the Good Sa- 
maritan, Children’s Hospital, Cedars of Lebanon Hospital, Hollywood 
Presbyterian Hospital and St. John’s Hospital; Orthopedic Consultant to 
Harbor General Hospital; Member, American Orthopedic Association 
and American Academy of Orthopedic Surgeons. Cloth. Pp. 329, with 
illustrations. Price $10.00. J. B. Lippincott Company, East Washington 
Square, Philadelphia 5, 1955. 

The aim of this book is to present a picture of the 
actual procedure in two busy orthopedic services, much as 
if the reader was actually present in the operating room. It 
is not a textbook in the usual sense, but is rather a collec- 
tion of representative cases presented by the men who 
worked on them. The operative procedure actually carried 
out is outlined and is followed by comments on the case. 
The comments represent the opinions of the men actually 
doing the work. A competent understanding of orthopedic 
surgery is presupposed, and the reports of the operative 
procedure are abbreviated accordingly. The reader is left 
to fill in the details for himself, but adequate material is 
presented for him to be able to do so without difficulty. 
This should be an interesting and useful book for those 
doing orthopedic surgery, not in the usual way in which a 
text is useful so much as giving a vivid picture of how 
competent orthopedists in other places are doing things. 
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SURGERY OF THE ELBOW. By Frederick M. Smith, M.D, 
Associate Professor of Clinical Orthopedic Surgery, Columbia University, 
New York City. Cloth. Pp. 340, with illustrations. Price $10.75, 
gee Me Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, 

The elbow is one of the more complex joints, and 
from the point of view of function an extremely important 
one. This appears to be the first treatise exclusively de- 
voted to the elbow, and many details pertaining to it are 
found here that would be extremely difficult to locate in 
other references. The joint is particularly susceptible to 
mild trauma that is associated with excessive occupational 
use, and this type of difficulty is given full consideration, 
Overt trauma and conditions that have nothing to do with 
injury are also considered. Much attention is paid to the 
anatomy and function of the elbow as well as details of its 
examination, diagnosis of the conditions affecting it, and 
the treatment of these conditions. The book is well written 
and well illustrated and should be a most useful addition to 
the library of orthopedic surgeons and others who deal 
with the type of problem considered here. 


CLINICAL ORTHOPAEDICS. Number Three. Anthony F. 
DePalma, Editor-in-Chief. Cloth. Pp. 230, with illustrations. Price, 
single issue, $7.50; sustaining, $5.00. J. B. Lippincott Company, East 
Washington Square, Philadelphia 5, 1954. 

This is the third in a publication series intended as an 
outlet for worth-while original papers in book form. The 
high standards of the previous volumes has been upheld 
very well. The conditions of the soft tissues around joints 
is discussed in the first section. The second section deals 
with general orthopedic topics. The material is well writ- 
ten, accurate, authoritative, and clearly presented. 


PROGRESS IN CLINICAL SURGERY. By various authors. Edit- 
ed by Rodney Smith, M.S., F.R.C.S., Surgeon, St. George’s Hospital, 
London. Cloth. Pp. 414, with illustrations. Price $5.00. Little, Brown 
& Company, Boston 6, 1954. 

A fairly extensive knowledge of surgery is presupposed in 
this text. Its purpose is to offer a review of the progress in 
clinical surgery, with particular attention to material which is 
not easily obtainable elsewhere. One of the purposes of the 
book is to serve as an aid to those preparing for certification in 
surgery. It is intended as a supplement to the standard surgical 
texts rather than as a replacement for any of them. The young 
surgeon who wishes to expand his knowledge of the field or 
the more experienced man who wants a brief review should 
find the book valuable and interesting. 


CORRECTION 


In the article, “Obesity: Some Considerations of a Ra- 
tional Approach to a Problem,” by George W. Northup, D.O., 
published in the November JouRNAL OF THE AMERICAN OsTEO- 
PATHIC ASSOCIATION, an error occurred. The sentence begin- 
ning on line 6 of paragraph 5 in the second column should have 
read: Thyroid is indicated in cases where there is concurrent 
hypothyroidism in doses up to but not exceeding 200 mg. a day. 
We regret the error. 


